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TO FUNEI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12440 CERTIFICATE OF DEATH 12419 


Reg. Dist. No. 


1 rage os tod Eg (Where deceased lived. If institution: Residence befare admission) 
* a. b. COUNTY 
arro Co. Gig eae Maryland Carroll 
b. CITY OR TOWN (IF outside corporate limits, write |c. LENGTH OF STAYIN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn} 
RURAL and give nearest town} YX 
Westminster Md. Syrs. Fi Westminster 
d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
LM Ieee Old Balti Blvd “| 8) Nort 
3. NAME OF Fi i 4. D, 
DECEASED : irst Middle test as f Manth Day Year 
(Type or print) John Jacob Basler DEATH Nove 10 i9 60 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. Rete IF UNDER 1 YEAR] IF UNDER 24 HRS 
B irthday| Months! Ox He Mi 
M Ww wioowen FA pivorceo[] | Feb.e20, 1867 83 yn. Tagen Sade 


Vo. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) 


a farmer farm Marylend U.S.Ae 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Jacob Basler Maria Shorb 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
ee ey) | TSE allie ae ae Krys. Ethel Schaeffer 622 Old Balto Blvd. 


1B. CAUSE OF DEATH [Enter only one couse per line far (a), (b¥-and (<)-] BETWEEN 


e 
NTEI 
ie 

PART |. DEATH WAS CAUSED BY: Bivice Sei}. Were ONSERAND ‘EATH 

3 IMMEDIATE CAUSE (a) cd 

4 a 
i] ~ oe et DUE TO ona 2 
Canditions, if any, which & Per 4 
gave rise to immediate v + 

- L fa L 


cause (a), stating the under- 
lying cause last. ) 


a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. Finn 
= 
S yes] NO 
= |200. ACCIDENT WAS UNDERLYING CE] [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part I ar Part Il of item 18.) 
@ [OR CONTRIBUTING C) CAUSE OF DEATH 
U [(IF EITHER, NOTIFY MEDICAL EXAMINER} 
& [20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20F. (City ar town) (County) (State) 
ray Hour a.m. While. Nat while factory, stree!, office bldg., etc.) | 
= p.m. 19 lot wark [J at work H 
21. | certify that | attended the deceased fram._______“7*: =. 1954, to _ffa £9 ~ 19S that | last sow the deceased 
a has 
alive an_____. a (~ F-~ 6F 19_______, and that death accurred a SAM, fram the causes and an the date stated above. 


ACTUAL 
SIGNATURI 


PHYSICIAN'S fe “a 
NAME (Type) 


ADDRESS (Street> city aptown, state) DATE SIGNED 
olan 


7c. NAME OF CEMETERY OR CREMATORY Yd. LOCATION (City, tawn, ar county) (State) 
Leisters Cemetery near Westminster, Md. 
ADDRESS: 2da. REC'D BY REGISTRAR ‘db, REGISTRAR'S SIGNATURE 


Westminster, Mde pate NOV 1 4°60 Cthun £, Pied 


tem 20 Film 276 12-](RRYLAND STATE DEPARTMENT OF HEALTH 
Division of Ae Lal RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND | 


12446 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 12420 


LTH DEPT. [Feiner or veatu ~~ ]| 2, USUAL RESIDENCE (Where dacoosed lived, If institution: Residence before edmistion) 
a cou b. COUNTY 
a ee a 
|b, CITY OR TOWN (if outside corporate | ¢. LENGTH OF STAY IN tb limits, write RURAL and, aarest town) 
Sirite IRAL end etapa nearast town] | 
+1 Yrs: b-A — 
uy) or iE L LAapra Tiere — HOSPITAL OR INSTITUTION (if not in “hospital, give street iddress) d. STREET ‘ADDRESS e. IS RESIDENCE 
, ON A FARM? 
Z Snryclirs Aira. ) ay 4 __| es] xo 
A 3. NAME OF First Middle Tast 4. DATE Month Day Year i. 
a) 


mann Vee in Dattas fever | ™ Ney 30 60 


5. SEX 6, COLOR OR RACE|7, MARRIED [30 NEVER MARRIED [_] Z DATE OF BIRTH aa SS Hn (In yeors Yromrtar IF UNDER 24 HRS. 
[er “Days | Hours | Min, 


v tA wioowto [_] DivoRCED [_] é~-/ ee 4 4 4a 3 cy i 
‘Ti. BIRTHPLACE (5 @ or foreign country’ 


10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY ) 12. ahaa ‘OF WHAT COUNTRY? 
maciey of working life, avan it retired} hee 
“ley «WV Babtg deel Ee? is Cautun | WEA 
14. rates HER'S MAIDEN eee 


Lead. Catig Yueerk ‘ 


PTS. WAS DECEASED EVER IN U.S. ARMED FORCI 16. SOCIAL SECURITY NO./ j 17. sim Address 
(Yes, no, 2d tad (i yesgivew; ‘Were? i as fhe 
A Were tows o-[5—-33 & oD a eof 
LE. ¥ DEATH [Enter only #2 couse par ra for te), (5), and (ch 7 friTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: . 
IMMEDIATE CAUSE (a) Cumnehar heuped—_ 4) phsat~ a. | es ae 
G /9 ‘| DUETO 
= 
onditions, if eny, Iwhich (o) 


gava rise to immediote causa 
(@), stating tha undarlying 


72 


c 


event with 


in any 


t, and 


" in pencil in Item 18. M 
ical Examiner's Office along with form PM3. Pag 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-fransit permit. File pages 1 an 


ing’ 


ONDITION GIVEN IN PART Ta) |. WAS AUTOPSY 
PERFORMED? 


Lvs [] so Oh 


BUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE 


PART Hl Nl. OTHER SIGNIFICANT CONDITIONS CON? 


oe or removal 


MEDICAL CERTIFICATION 


cremat! 


20b. DESCRIBE HOW INJURY OCCURED. {Entar neture of injury in Port | or Part Il of Item 18,) 


Accidentally shot with 22 revolver 
20d. INJURY ee 4 "20s, PLACE OF INJURY (Homa, form, | 208. (City or town) ~~ (County) (Stole) 


20a, EXTERNAL CAUSE WAS 
PRIMARY () or CONTRIBUTING [3 
CAUSE OF DEATH. 

20c. TIME OF INJURY — Month, Day, Year 
Hour e.m. 


While Not While fectory, street, office bldg., etc.) Hl 
work [_] ot work = , » Carr 


21. I certify that | took charge of the remains described above, held an Autopsy ira Inspect: & 
death resulted from: = Natural causes inal econ Suicide Es Homicide im! Undetermined manner oO 
—_ «+ CHIEF MEDICAL EXAMINER [_] 
/ Mareh- wp, ASSISTANT MEDICAL EXAMINER [~] DATE SIGNED 
"ge M DEPUTY MEDICAL EXAMINER TSX (~3O~ GO 
DAES h Ags fe Addrass (Street, city, town, or county) _ ye ag 
MATION, pe DATE iy =? we NAME OF CEMETERY OR CREMATORY + 


2a. BUF T 22d, LOCATION (City, lown, or country) 
a 12-3- /Vbe\ Ateg 


t, prigh to burial, 
o~ 


MEDICAL EXAMINER: This certificate should be executed wit 


lute the certificate, writing the word “pend! 


rs 


please, 


4 shoure’ be forwarded to the Chief Medi 


or its designated ageni 


blr 


240. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


vaDEC 5 '60 Onthun § Hane 


By 
wW 
a 
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YS. AISME \. 


5M 7/59 


aeell 


y the funeral director, 


2 shauld be 


thin 72 haurs ofter death. 


The law requires thot the deoth certificate be executed within 24 hours ofter death. Page 4 
Then pleose remove carban popers. Pages 


ined by the hospital or attending physician. 
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Id be detoched for use os the burial-transit permit. 


may be sero 
TO rong 
page Sou 
the State Board af Health priar ta burial, cremation, or remaval, and in any event, 


ZS TO HOSPITAL OR ATTENDING PHYSICIAN: 
= 


co 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 124 2h 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. I institution: Rsidence before admision) 
enh, 4 MARYLAND ELI al 


b. CITY OR TOWN (lf outside corporote tit write | c. “2 ‘OF STAY IN 1b s If outside corporote limits, write RURAL ond give nearest town) 


RAL ond give pearest tgwn) 
VIDE SFY "OE ZZZ 
d. NAME OF HOSPITAL (If not imhospitol, give ca L d, STREET ADDRESS: 


OR INSTITUTION 


=i SNA A FARM? 
AZ2L. taba i ZL AP Mgt. 


Middle 4, DA Year 


me, COB §=HERMAN ESHOP \ st 7 wo 


S. SEX 6, COLOR OR RACE |7. MARRIED NEVER MARRIED o B DATE OF BIRTH 9. AGE {In years 


lost _birthdoy) 
wiDoweo [) pivorceo [] werd x 5 ys 


10a. USUAL OCCUPATION Et, kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRT) 


during most of working life, even if retired) ~ 
pg Afr Qyzyrer = 


13. FATHER'S NAME 14, MOTHER'S MAJOEN NAME 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |} SOCIAL SECURITY NO. |17, INFORMANT 


(fos, 90, oF unknown) | a einer aces! Zz. We ae 2 -70, 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 


PART I. DEATH WAS CAUSED BY: Si 4 2 ‘ a 
IMMEDIATE CAUSE {0} Clear go ea Sag eee OD aes et 


td x 3 DUE TO 


Cohditfons, if ony, which yu Geos = ame ee (See nS Livers 
gave rise to immediote ¢ 

couse (0), stoting the under: ( DUE TO 
lying couse lost. 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|1 Wasi lines 
ves] N' 


20a. ACCIDENT WAS UNDERLYING [J ke DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 


EE 
vy r. ONSET AND DEATH 
Cater Mien. 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, fore ‘cs (City or town) (County) (Stote) 
Hour o.m. While Not while foctory, street, office bldg., etc. 
Pom. 19 ot work [7] ot work 


saw the deceased alive eye 


60), o d 
220. SIGNATURE +. oy - , A /) mb.DATE 
) ATTENDING si 
Lt Lewd As -__ Mo. | PHYS. ra PHYS 
22c. PHYSICIAN'S 22d. ADDRESS 
NAME [T; / - NZ roy 
Rm Wilford 4D. a 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c_NAME OF Ce EEN. OR CREMATORY 3d. LOCATION (City, town, or county) (Stote) 


Specify) 
Fly } i // Mn VPA, 4, oe / Cees, te bil Mlmene L3tl 


24, Fy INERALE -_ SIGNATURE ADDRESS 250. REC'D ST} Y Sb. seis SIs BNA ‘URE 


4 -Z- _ iy the IZ. a7 Upssen Lees LElefh owe 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 2 IP DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
‘t+ 


1 GERTIEICATE OF DEATH 12422 


ibe laa? OF pent 2. reer poe o (Where deceased lived. If institution: Residence before odmission) 
eon MARYLAND jue Laie yp 


Carrol] 


+ 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


aneytown ——S— 
d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
‘ON A FARM? 


OR INSTITUTION 
Private home ] 231 E. Baltimore Street ves F] NOG 


. NAME OF First Middl lost 4. DATE Month Y 
DECEASED ie OF al “eu re 


(Type or print) Nettie May_ Boyd dead November 1960 


S. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE {In yoor IF UNDER T YEAR] iF UNDER 24 HRS. 


Female | White winoweo(} _vorceOT] | June 5, 1882 787. 


10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housework Own home Maryland U.S.A. 


\* FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Nelson Boyd Lavina Babylon 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, 20, oF unknown) If yes, give wor or dates of rervice) 
| none Mr. Charles 7. Humbert, Taneytown, Md. __ 


= 


y the funeral director, 
2 should be filed with 


& 


Pages 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, withi-¥2 haurs after deot 


no 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, and (c).] INTERVAL BETWEEN 


T 
“yh, DEATH WAS CAUSED BY: ba oe Ally 
IMMEDIATE CAUSE (0) 


4b" DUE To 
oP. ae fe » Oo Tanievelinogie C 


gove rise to immediote 
couse (o}, stoting the under- ( OVE TO 
lying couse lost. (c). 


Paar I. OTHER SIGNIFICANT CONDITIONS: CONTRIBUTING TO. ITH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. Pircokuese 
Whois ves] NO 


200. ACCIDENT WAS_UNDERLYING 1) iz DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port I! of item 18.) 


fing physician and completely fill 


Then please remove carban papers. 


hysicion. 
After this certificate has been signed by the attendi 
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ing Pl 


OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town} (County) (Stote) 
Hour 0. m. While Ronettes factory, street, office bldg., etc.) | 
Pm. 19 fot work [J of work H 


21.1 certify that (I) (this haspital) attended the deceased fram... mie . WEF, ta__ Wi dade... 19, that (I) (we) last 


saw the deceased alive an Woane 12 __ 1960 , and that death acchlred at ¥APM, fram the causes and an the date stated abave. 
220. SIGNATURE 2b. DATE 


ATTENDING ED. co 
M.D. | PHYS. DIRECTOR : al, 


2c. PHYSICIAN'S ‘22d. ADDRESS 
NAME (Type} 


MEDICAL CERTIFICATION, 


ined by the haspital or attend 
Id be detached far use as the burial-transit permit. 


DIRECTOR: 


* 


page 3 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote} 
REMOVAL (Specify) 


urial -22- ace Reformed meters aneytown, Maryland 
24, FUNERAS DIRECTOR'S He. ee ADDRESS 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
(0. ok , pind lowe NOV 23100] thy SL Pinu 


may bese 


aS TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12448 CERTIFICATE OF DEATH ee 


ot 


12423 


bs a 1 — 
RP 1. PLAGE OF DEATH i 6 z iP 2, USUAL RESIDENCE (Where deceased liad, If mativion: Resigence belare ginsion 
i) bs ba b. COUNTY 
- MARYLAND: 
32 AA WO iY , Z ett 
Bs b. CITY OR TOWN {If oulside corporate limits, write |e. LENGTH OF STAY IN 1b ©. CITY OR TOWNZAF outside corporate limits, write RURAS ond give nearget town] 
s RURAL ond give neorest town)= 9? ttf / Y/ 
2 / see = LEC) 
$2 Sukerullle AA Ate 
2 d. NAME OF HOSPITA {If not ital, treet oddi 
£4 OR INSTITUTION by HEL UN iw) pe) 5 E Hes @ STREET Aporeds : ¢. 18 RESIDENCE 
Be 1 het 5/1 mE. vty A ves TNO SX. 
- 
3. NAME OF Fit 1 Middl: 4. DATE 
& DECEASED tv’) We 2. & tddle fo oz e y oa ‘Month Day Yeor 
rs {Type oF print) (aze (e/ yf DEATH he (Fw EO 
2 5. Ue Le 6. Cotor OR Te 7. sARRIED [J] NEVER MARRIED nD 8. DATE OF BIRTH 9g ashy years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
{7 lost birthday) [Monthi 
5 V Whe winowen ff —ovorceo E] Whee / ionths] Days | Hours Min. 
& 100. USYAL OCCUPATION, (Give kind of work done! Wb. KIND OF BUSINESS OR INDUSTRY . BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g dufing mos ee life, even if retired) Jf, ts Lf) 
5 A. WF et] tte Le 


's after death. 


l 13. Ae. “ NAME 


y, 
V4. MOTHER) MAI I. 
Foci) Ly i we bby. : 


oo As. WAS ina U, S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT “io 
nino onnbnentl | itr pre wer ino vel | ge g (Z, Zi A 
(2 Leg Ace = Lust bo Ca AZ 


18. CAUSE OF DEATH [Enter only one couse per line E5 (a), (b), ond (c}.) peat fe Nea 
ONSET AND DEAT, 


PART f. RES ae hitecbe Nlcvmmrp ai ag A 2 fe Le Pe & lh Kee Hsliny 


Then please remov 


DIRECTOR: After this certificate has been signed by the attending physician ond completely fi 


rages Vani —o S kosul lle, 


To. HURIAL, CREMATION, | 22b. DATE dF 
REMOVAL (Specif y) [-2 


‘* 


poge 


may be retained by the has; 
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V5 A15 (4) 
Yen orss Q 


ee 
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rs 

g 5 DUE TO ; , 
on Conditions if on¥, Shieh terOh lg opr ¢ K pe 4% (Jarl Apes, 

= (b} €. ? 
Be gave rite to immediote DUET = 1 2 7 iy 

= couse (a), stating the under. , fe OF 2 f/f y OC : 
sR lying couse last. ie CLa1rt3e. i ~e Zz 7. 5 peepee Ll - bed < 
Bre, 5 Parr tl. OTHER SIGNIE|GANT ye CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
zo Ee , ¥ a 
Sieg s dee : ves [] No 
2 aed = [200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port tal item 18.) 
he & | OR CONTRIBUTING L) CAUSE OF DEATH 
£5 © |(lF EITHER, NOTIFY MEDICAL EXAMINER) ae mat 
B56 G ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20F. {City or town) (County) (State) 
go 8 Hour 0. m. While Not while factory. sreet, office bldg., etc.) | 
kg E = p.m. lat work ot work (] H 
8s al Q 7 oF Z 
= 21, | certify thot | attended the gone fram,____. Ate £4, 19.2%, to... eo LE... 19.2@),that | last saw the deceased 
$3 
$5 alive an______. Mette LF eahlee: AP ee pw and that death occurred at. Aa ate, IM, fram the causes and an the date stated abave. 
a ) ho ADDRESS (Street, city,or own, state} DATE SIGNED 
3e 

actuat Y ; vA ae ty of Lal’ 

35 SIGNATUR Bee e elke ee ee nt CLEVE. 60 
pa 
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<4 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


TO Fu 


doalto 

Z ed 

Mo. REC'D BY REGISTRAR 2db, REGISTRAR'S ZMK 
FoseNOV 28°60 | cintan fy 


23. ote) AS TOR'S SIG! 


AH) 4 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 2 4 ie) 
2424 


CERTIFICATE OF DEATH 


dl 


ed 


os a 
3 = ts ro hapig Fs ee (Where deceased lived. If institution: Residence before admission) 
e °. °. b. COUNTY e 
5 2 Carroll MARYLAND Maryland Balto,City 
or] 2 b. CITY OR TOWN {If outside corporote limits, write cc. LENGTH OF STAY IN Tb. c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
2 RURAL ond give nearest town) % ~ Ae ! Py 4 
$2 Sykesville 38yrs.6mose7days Baltimore ~ V9 t 
ef 2 ~ d, NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
Lhe IC OR INSTITUTION | fi ON A FARM? 
& til, Springfield State Hospital 2738 E.Preston Ste ves Q]_No [3t 
3. NAME OF First Middl 4, DATE ve 
We fType oF pit Joseph a Gust 1a ey Sones 6, 
244 ype oF prin osep uilla ovember 19 
28 
yf 5. SEX 6. COLOR OR RACE |7. MARRIECARRENEVER MARRIED [1] | 8. DATE OF BIRTH 9. fctayeats IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Soe ost birthdoy| 
BAe Male White wipowen [Je vivorceo 1881 ws 
ago 
eg Pa 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 g 2 during most of working life, even if retired) 
pee Laborer - Italy Unknown 
o8 g ‘13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
6 5.8 
eof Unknown Unknown 
ae 
ae Qo iy “._ | 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a E \ | f¥es, 90, oF unknown) UF yes, give war or dates of service) a 2 
ge I No [E- - - Springfield Hospital Records 
2 BN 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
. a : » PART |. DEATH WAS CAUSED BY: : bas de egup 
aay S IMMEDIATE CAUSE (o.___ Peptic ulcer Months 
lees , }- C DUE TO 
et ms “Q 
£ Conditions, if ony, which tb 
if gove rise to immediote 
c DUE TO 


couse (0), stoting the under. 
lying couse lost. (e) 


Hour 0. m. foctory, street, office bldg., etc.) | 


p.m. 


While Not while 
lot work [7] ot work 


rs Hie WW. OTHER cipal eles CONTRIBUTING TQ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)/ 19. eed eat 
9 eran are 
5 Schizophrenic reaction, paranoid type. vest] No 
= 200. ACCIDENT WAS_UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

’ x OR CONTRIBUTING [1 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
my 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, farm, T20F. {City or town) (County) {Stote) 
P) H 
fed 
= 


Ww 


22b. DATE 


ATTENDING MED. STAFF IGNED 
¢ LL / AE Ae wo (ARE ]__« DIRECTOR PHYS, 11/7/60 
= 


22d. ADDRESS 


RECTOR: After this certificate has bee: 


id be detoched for use as the buriol-transit permit. 


ined by the haspital or attending physician. 
the State Board af Health priar ta burial, cremation, or removal, 


* 


Acustin delCampo, M.D. 


ZS TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death. Page 4 


Ey of 
33 - ‘23b, DATE THEREOF Ia NAME OF CEMETERY OR CREMATORY, 
>>D Oo \ 
a Mi MNov- {0-17 60 HN, 

2 \\ 
A15 (4) 
iM 9/S9 


ZS TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 o4 2 5 
* 


ae, CERTIFICATE OF DEATH 


\ 


couse (o), stoting the under- 
lying couse lost. ) 


Pasr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}/19. pay enone 
Manic Depressive Reaction, Manic Type vege NO oO 


20a. ACCIDENT WAS_UNDERLYING EJ 
‘OR CONTRIBUTING E] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Post II af item 1B.) 


« 
e Su 2, USUAL RESIDENCE (Where deceoted lived. I insitution: Residence before admission 
°. b. CQUNTY 
ie arroll ees Maryland 
Be B. CITY OR TOWN (If outside corporate limits, write | c, LENGTH OF STAY IN Ib €. CITY OR TOWN (If ouide carporote limits, write RURAL ond give nearest lown) 
: rpo 
sa RURAL ond om nearest town) a 4 2 R 
2s Sykesville Fume Baltimore 2h, Maryland = |\ { —4. 
z = d. NAME OF HOSPITAL (If not in haspital, give street addre: d. STREET ADDRESS e. IS RESIDENCE 
<i OR INSTITUTION: ON A FARM? 
& 0 I< Springfield State Hospital 2307 E. Fairmount Avenue ves] NO) 
me Ih ort" 4. DATE ¥ 
a PAC First idle nowdatt aa oA Month Doy ear 
oe (Type or print) ( DEATH Ya a by Bay 19 Go 
Be gg S. SEX 6. COLOR OR ie 7. MARRIED [-] NEVER MARRIED 8. Rovere OF BIRTH 9. AGF (In yeors TF UNDER 1 YEAR| IF UNDER 24 HRS. 
eae a jasy bytdoy} | Manths] Days | Hours] Mi 
a ae Male White wipowep [] pivorceD [] 7-9-91 7 yr. 
go 
13 a ¢ 10a, USUALPCCUPATION {Give find of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
§95 during fnast of working life, if retir es 
zee © - Russia Unknown 
538 3. 14, MOTHER'S MAIDEN NAME 
& ow 
§ Bs ns 5 
Bes Meyer Lipstein Lea Nachman 
Fae 
Bee z 1§. WAS DECEASED EVER IN U. S, ARMED FORCES? |16. SOCIAL SECURITY NO, | 17, INFORMANT Address 
o E (Yes. no. or unknown) {If yes, give war or dates of service) fe 
ge No | - - Springfield State Hospital Records 
pong 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and {c}-] INTERVAL BETWEEN 
20 PART I. DEATH WAS CAUSED BY: Gared. Uri Bladde ena POeeTH 
es + DEATH MEDIATE CAUSE (0) Car CL NOMA nary er ars 
=e { ZB ! q DUE TO 
> - QV 
4 Conditions, if ony, which 
z gove rise ta immediote Se 
H DUE TO 
a 
« 
3 
3 
° 
2 
2 
° 
3 


[4 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour o. m. 
«oO 


21.1 certify that (1) ig haspital) attended the be foam. sere re ee HOS = bs: OE __ ALP that (I) (we) last 


195“, and that death accurred at AM, fram the causes and on the date stated abave. 
b. DATE 


colin Ld G Cava BO. mols O Biigcror FNS. og _fagiee 
22d. ADDRESS Springfield State Hospital 
Agustin ae ames OLB ep Gps a Sykesville, Maryland 


|, | 23b. DATE THEREO) ME OF GEMETER’ CREMATORY 23d. LOCATIOJ 


[[-zl-602 


ye guy ED Lr LE 


206. PLACE OF INJURY (Hame, form, | 20f. (City or town) (County) {(Stote) 
foctory, street, office bldg., etc.) | 
' 


MEDICAL CERTIFICATION 


RECTOR: After this ceri 


7d be detached far use as the burial-transit permit. 
the State Board of Health prior ta burial, cremation, or remaval, and in ony even’ 


ned by the hospital or attending physician. 


od 


ity, town, or county) jet 


2Sb. REGISTRAR'S SIGNATURE 
Clithen § Trane 


may be rs 


page 3s. 


250. REC'D BY REGISTRAR 


pate NOV 21 60 


~ TO FUNER 


=> 
< 
pro 

= 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 2 4 2 § 
= " 
. 124 ad CERTIFICATE OF DEATH 
3 2) 5 RARE URaPeA Tt 2. Loe chad aa {Where deceased lived. If institution: Residence before admission} 
Qe °. o b. COUNTY 
3 ee Carroll seule ya? 
3 ® b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib c¢, CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town} 
s al RURAL and give nearest tawn) bd 
22 Rural Taneytown 
st 2 d. NAME OF HOSPITAL (If nat in hospital, give street oddress) . STREET ADDRESS. @. 1S RESIDENCE 
posing 09 OR INSTITUTION ON A FARM? 
. to Hospital _on Route #194 ves [] NO EE 
i A 3. NAME OF First Middle Lost 4, DATE Month Day Year 
= DECEASED | OF 
3 {Type ot print) Estella Laura Devilbiss DeatH November 28, 19 60 
= 5. SEX 6. COLOR OR RACE |7. MARRIED CX NEVER MARRIED [-] [8 OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= lost birthdoy) [Months] Days | Hours] Min. 
Female White wipoweofa},__pworceo | Onteber 30, for 
10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during mast of working life, even if retired) 


Housework Own home waryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Isiah Reifsnider Mary Rebecca Lippy 


5. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT idress 


Then please remove corbon papers. 
|, and in any Ge hs within 72 hours after death. 


(Yes, no, ar unknown) (IF yes, give wor or dates of service) 
no 218-34~-1510 John 
1B. CAUSE OF DEATH [Ent I line f . {b}, ). INTERVAL BETWEEN 
[Enter only one cause per line for (0), {b}, ond (¢).] ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: ra 
\ pa IMMEDIATE CAUSE (0 $Own 120 > 
} AD ~ DUE TO 


IRECTOR: After this certificate has been signed by the attending physician and campletely filled 


Gs TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death. Page 4 


ao coneiersMliaag oe) wo Covowary Selorasss 29rs5 
Ene gave rise to immediate 4 
aé couse (a), stoting the under. ( OVE TO A + 
gts5 lying couse lost, o Gumevilired Aryleriascleros/s Yaa 
Ka) eis rs Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)| RAVAS AUTOPSY 
aS & é 
asses” |é Varicase leers Le ves) No ee 
Poze = 20a. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCEURRED. (Enter nature af injury in Port | ar Part Ii af item 18.) 
PL etl 4 & | OR CONTRIBUTING C1 CAUSE OF DEATH 
sete © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
= wee z aT TT 19 7Y SRE SE res 
35 8's & [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, {City or town} (County) (State) 
Oa eae fat Hour a, m, While Not while factory, street, office bidg., etc.) ! 
sive 2 .m. 19 lot work [J ot work f 
ae = B 
aero e 3 ; 
z 3a 21. L certify that (1) (#risespites) attended the deceased fram.9! i : 19$B, 10. MB IZ. 19.4.0, that (1) (me) lost 
5 = saw the deceased alive an WMov_Z8 19.60, and that death accurred a f/P_M, fram the causes and an the date stated abave. 
= $ 2 20. SIGNATURE 22b.DATE 
73 ATTENDING D. STAFF 1 / 
_ 26 4 OnaEbd. 2 M.D. | PHYS. RECTOR PHys. : %/bo 
aoe 2c. PHYSICIAN'S, { 22d. ADDRESS 
& é “Fe Amble on Taneytown, Maryland 
Ee nt r_Thomps: re 7A re A 
3 3 nf 2 230. BURIAL, i eal 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (State) 
>~5 8 REMOVAL (Specify) 
TP Po : 
E65 ae Reformed 
‘2 yureD oy tet) ADDRESS 250, REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
(4 
1 4 y 
m9 & Son Taneytown, Maryland _|oa«DECi__'60 Outtan f Phase 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
© = 
455 CERTIFICATE OF DEATH eS 
J, PLACE OF DEATH 2 pare RESIDENCE (Where deceased lived. If institution: Residence before admission) 
fh 0, COUNTY Gexx¥e1l wahtine ©. STATE Maryland bcowry Frederick 
b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


x Rurai-~ Westminster Rural- New Windsor 


d. NAME OF HOSPITAL (If nat in haspitol, give street oddress) | d. STREET ADORESS @. 1S RESIDENCE 


= 


y the funeral director, 
2 shauld be filed with 


OR INSTITUTION 7 A ON A FARM?. 
Re De. 2 ' O&- a} wo nok 


3. NAME OF First Middle lost 4. DATE Month Yeor 
DECEASED 


Day ; 
(ypeorpin) PETER THOMAS DUDDERAR bam November 9, 19 60 
5. SEX 4. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED] 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 


Male White wioowed [] ovorceo(] Sept. 19, 1887 Ee ek Fes ES 


100. USUAL OCCUPATION (Give kind of work done] !0b. KINO OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Carpenter General Maryland U. S.A. 
}. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Warren HE. Dudderar Maggie Barnes 


P, WAS en iti voters 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
RoR SESS eee 
% k12-32-4132| Ralph T. Barnes, Same as # 2 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond {¢)-} AERP AU BE TEREN 
PART |, DEATH WAS CAUSED BY: 4 


F IMMEDIATE CAUSE (o} Lior Beehircecn— Winn, x 
FAG } DUE TO q 


Conditions, if ony, which eo 
gove rise to immediate 

couse (0), stoting the under- ( SUE TO 
lying couse lost. te) 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
ves[] No 


20a. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port II of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


é 


‘\ 


4 


Then please remove carbon papers. Pages 


ing physicion. 
RECTOR: After this certificate has been signed by the attending physician ond completely fill 


id be detached for use os the burial-transit permit. 


iti anes. 
}20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED. 20e. PLACE OF INJURY {Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while, foctory, street, office bldg., ete.) | 
p.m. 19 lot work [] ot work [J H 


MEDICAL CERTIFICATION. 


ed by the haspitel or at 


ee 


the registrar priar ta burial, cremation, ar remavol, and in any event within 72 hours ofter death. 


No. ae 2b. DATE THEREOF SCTE OF CEMETERY OR Saree ity. town, of county) (Stote} 
BULest” Nov. 11,1960 Linganore Cemetery Frederick Co., Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘ho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


id d, Ml, ; pare NOV 1 4 60 Ontlan £ FGassa 
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vo 
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Dd MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
“OX 12440 CERTIFICATE OF DEATH 


12428 


= Reg. Dist. No. 
23 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decgoted lived. If institution: Residence before odmission) 
Sa 2, COUNTY, MARYLAND b. COUNTY 
ay YUAN! 
= G/VIA7 Ce} 
Bye 'b. CITY OR TOWN {IF outside corporote limits, write ¢. CITY OR TOWN ({ifZutside corporote limits, write RURAL ond give nearest town) 
sa RURAL ond give nearesttown) 
2 
ae SLL GSA Uh LLM BPRCOAALLAL 
22 d. NAME OF HOSPITAL (If not in hospitol, give street address) 3. STREET ADDRESS e. 1S RESIDENCE 
3 OR SpigTITUTION 2 ON A FARM? 
EF t-G2#2 (LAr LYLE - ves [NO 


& 


3 eeKaes First Middle Lost 4. Iti Month Doy Year 
(Type or print) CAEL L/W EF. ZNVG LE | Fam LO 19 60 
9. AGE (In yeors PIF UNDER 24 HRS. 


lost burthdoy) ree ee Hours Min, 
yts. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPL (St8te or fdreign country) 


12. CITIZEN OF WHAT COUNTRY? 
during most of working fil if retired) 


ph) At headgue oS £0 S-Zf 
3. FAD 


LAV C Y 4 
1 (ie Oe B " [bf MOTHER'S MAIDEN NAME 
Lica Cota. CLL yrds. 
1S, WAS DECEASED EVER i 75. ARMED FORCES?/M6. SOCIAL SECURITY NO. [17. INFORMANT Address 
(Yes, no. oF unknown) f give wor or dates of Yi Z A, 
Caaf focal 244-453 PYXALLAA 2 LUA ato Ll 0 Pr 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond {e).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: JONSEL AND DEATH 
IMMEDIATE CAUSE (0! / 


» 
aa _p dueto 


PRU ee zy 


en please remove carbon popers. Poges 1, 


Conditions, if ony, which o 
gove rise to immediote 
co¥se (0), stoting the under- arse io) 


lying couse lost. ©. 
Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}/ 19. Seas? 


ves) no)” 
200. ACCIDENT WAS UNDERLYING () | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port 1 or Port 11 of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ion. 
te has been signed by the attending physician ond completely fille 


be detached for use os the buriol-transit permit. 


I, cremotian, or removal, and in ony evel within 72 hours ofter death. 
MEDICAL CERTIFICATION: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours after death. Poge 4 


= 

a 

2 

s 

uo 

sé 

os 20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City oF town) Count; ston 
B: aa oe Sala if : oe is 
Se p.m. lot work [} of wor H 

g255 ' 21. | certify that Vaitengedd the deceased ate 2) ae Wd, 10.2 0V od A, 192(2thot | last saw the deceased 
£< 28 j ¢ 

2a Be | olive on MOV, Fie sae, wal. and that death accurred ot 7. 203M, fram the causes and an the date stated abave. 
S 8 3 os . ADDRESS (Street, city or town, stote) DATE SIGNED 
a Fe bx) > f ff, /) 
quis £EURe —_ (AL ote wo, MAU chester ald iF 

‘9 5 PHYSICIAN’ , +f (] — 

2% NAME (Type) HH. 0 A rol MA « PLA ZL MN AL he st dom LYNa~ ' 
S2°°? Zo. TAS ee Wb. DATE THEREOF 7 Ze, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, oF coupty) (Stdte 

Sa oS speci 

Eee tthenh | MY, 7, 20 | L2Yix Czy, Leas | ALi AL 2 Zid" 

be ! CD BY REGISTRAR | 24b. REGISTRAR'SAIGNATURE 
Ven'srse! Lh: onANOV 2 8 °60 Cnttun $ Koaua —” 
ee 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


g 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘ 
12443 CERTIFICATE OF DEATH ven on Be deOd 


a 


1 ceric mas a ere es (Where deceased lived. If institution: Residence before admission) 
oO. . a. b. COUNTY 
CHRRohA MARYLAND MALTAAHWHO CARL. 044 
b. CITY OR TOWN (IF outside corporote limits, write ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ‘ond give nearest town) 


RURAL ond give nearest town} (yA 
PESTA STER. 10 7RS 
d. NAME OF HOSPITAL (If not in hospitol, give street address} 
OR INSTITUTION 


WI MEST bw STER. 
173 gow or7 


3. NAME OF First Middle Lost 
DECEASED 


torn OAMES POD EL SUKRTYY 


5. SEX 6. COLOR OR RACE |7. MARRIED fe] NEVER MARRIED [] 


MALLE WATE |wower Q pivorceo [1] 


100. USUAL OCCUPATION (Give kind of work done] 


the funeral directar, 
shauld be filed with 


@. IS RESIDENCE 
ON A FARM? 


& 


4. DATE Month 


Day 
Beata WoO V- 19 960 


B. DATE OF BIRTH 9 AGH Ain goon IF UNDER 1 YEAR| 1F UNDER 24 HRS. 
, lost birthdoy) [Months] Doys | Hours| Mi 
AUC 2,1P9%0| “FO 


12. CITIZEN OF WHAT COUNTRY? 


Pages 1 


nd 
2 
> 
4 
Ba 
23 
bac y CUPATION (Gi af mark done] 0b. KIND OF BUSINESS OR INDUSTRY |I1. BIRTHPLACE (Sate or Foreign country) 
See luring most of working life, even if retire > 
zed LOY DSCA, ) LANMOSCALIN G- MARYLAYD th, S Its 
58 4A 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
§ 7 
gue] TIMES (WA) ESEVORTHY LACHAEL S, Bev Gt. 
= aR 1g, WAS DECEASED EVER IN U.S. ARMED FORCES? [16, SOCIAL SECURITY NO. | INFORMANT ‘Address 
80, OF pknownl 70. give wor or service) 
faa i “es 226-246-967], PERE ELT 2st veTHY (OY Moe khubotry 
2 Ops 18. CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond (c).] INTERVAL peTween ~ 
20% PART |, DEATH WAS CAUSED BY: 7H, 5 
orga 3 IMMEDIATE CAUSE (0) CELE S AL. Le{ oO S¢§ 
28% 3% 
as , wT. DUE TO 
fu> Conditions, if any, which e 
3 5 o gove rise to immediote DUE TO 
« ? 
eer couse (a), stoting the under- 
g3 =_ lying cause last. (ch | 
28 ee = Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
Ease % ves) No fg 
oess = [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
geet & [OR CONTRIBUTING (1 CAUSE OF DEATH 
Bogs 3 |(F EITHER, NOTIFY MEDICAL EXAMINER} 
6565 & }20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (tote) 
5%2s a Hour o.m. While Not while. foctory, street, office bldg., etc.) i 
= eS 3 p.m. 19 fot work [] at work [7] { 
e,a5 
Fhe 4 ‘i 19Ahat | last saw the deceased 
E33 
i ee2 ollie | UG ferries ae Aine be 193. 22_ ‘3 x4, fram the causes and on the date stated above. 
SOB 5 - 4 4 ADDRESS (Sireet, city or town, stote) DATE SIGNED 
ese 
£6 ACTUAL wlljamn {2 
pees SIGNATURE. ‘ J—M0. 19 PIDCE (2d, Sue ee cL WL (202 
za 
25 PHYSICIAN'S 7 ZY, 
yy 2 NAME (Type) WILLIAM L. STEWART le S744, FE f12 
4 fei ON OCR IEEAL EP ge 
5 : o$ Mo. BURIAL GREWATION, | 2b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 
52 oe ‘BURTAT [11-22-1960 Locust Grove Brethren | Frederick CO., Md. 
e 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Ats a C. M. Waltz, Winfield, Md. pate NOV 2 2 60 Cittun & Rass 


eo... ® 


Pai) 4|919|dwWOD pul UO}>1SAyd Bulpuayo 94) Aq pouBys useq soy aJo>4%)199 514) 19 ‘MOLDAI St 


‘upiasdyd Buipuayo 40 joydsoy ayy Aq pa. Abu 
WZ UIYIIMm Paindaxe aq 94021411489 YOap ay) JOY, saainba: mod) oy) INVIDISAHd ONIGNILLY YO OH OL 


Svard of Health priar to burial, cremation, or removal, and in ony event, within 72 hours after death. 


the State 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND q 9 4 3 Q 
4 


CERTIFICATE OF DEATH 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& COreMGarroli: MARYLAND 9. STATE Maryland a CCONT wo 
b. CITY OR TOWN (IF outside corporote limits, write | c. TENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
(RuP aL)” Sykesvit Le Tmo, 8days | Baltimore s3Y¥of ] 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d, STREET ADDRESS 7 . IS RESIDENCE 
Bprihgtield State Hospital | 1629 Belt Street ves C1 NO Of 
pe First Middle J lost ore 4. lad Month a Yeor 
(Type or print) Harry George Findling | beam Lz 19 
S. SEX 7. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors 


6. COLOR OR RACE 
wh: 


8-23-18 hee 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


male WIDOWED [] DIVORCED &X] 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during mast af working life, even if retired) 


Mi 1 
Accountant Maryland J.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Harry G. Findling, Sr. Mary Ann Spieker 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. {17. INFORMANT Address. 
{Yes, no, oF unknown) (IF yes, give wor or dates of service) ‘ 
unknwon | boo-s2-8 540 | Hospital Records 


18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (c)-] 


PART |, DEATH was causep sy: Acute Myocardial Infarction 
IMMEDIATE CAUSE (o], 


INTERVAL BETWEEN 
ONSET fhe DEATH 
mimites 


é - QO go" Coronary Artery Spasms 


Conditions, if any, which )) (bh 
gove rise ta immediate 

cause (0), stoting the under- ( DUE TO 
lying couse lost. a 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 


Bronchopnevmonia 


"WAS AUTOPSY 
PERFORMED? 


ves FY no] 


Sociopathic personality disturbance, Alcoholism (addiction) 


‘20a, ACCIDENT WAS UNDERLYING 2) 
OR CONTRIBUTING [] CAUSE OF DEATH 
\E EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port Il of item 1B.) 


20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 


Hour 0. m. While Not while 
p.m. jot work [_] ot work 


20e. PLACE OF INJURY (Home, farm, | 20. (City or town) (County) {(Stote) 
factary, street, office bldg., etc.) | 


Ww 


MEDICAL CERTIFICATION 


Nove 2 _. 19.20 that (1) (we) lost 


sow the deceased olive on =M, from the couses and on the date stoted obove. 


220. B1GNATURE 2b. DATE 
é (Pt SAA a 11-2-60 ae 
Yasuo Takahashi M4 AODKSS Springfield State Hospital 
J ey eesva lle, Mary ape 
23a. Hae ete OF 23c. NAMI F CEME) Sy ies rai 23d. LOC, IN (City fown, or ae (State) 
° A GOL DALI E 


24. FUNER#L DIRECTOR'S SIGNATURE ADDRESS 


f } 4 ‘25a. REC" EGISTR, 
ié é “YT. Kfotern/ . | ge cS Tout cay DATE Wo %o 


‘Sb. REGISTRAR'S SIGNATURE 
Clithen if, Poa 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 we DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 9 
s - 
\ th CERTIFICATE OF DEATH 124014 
st 
3 : 1: eee aaa 2: ceri RESIDENCE (Where deceased lived. If institution: Residence before admission) y 
: °. 4 o. b. COUNTY J 
$3 RROLL. MARYLAND MARY LANO BAL 7 VN RE v 
ees M b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
5 RURAL ond give nearest town) “* Ei, 
oe SYf df — (RURAL RYT 
_ 2 d. OR METRUTOME {If nat in hospital, give street address) d. STREET ADDRESS e ry 
Ee. SS 
s CULDEN AGE wwrsiMe rome \ MAPLE AVENE eS C1 NOG 
MT 3. NAME OF First Middle Last 4. Date Month Day Year 
33 (eer KOS[E Cople Fis peatn (VOVENMIE F 1962 
33 $. SEX 6. COLOR OR RACE |7. MARRIED [PY NEVER MARRIED [1] | 8 DATE OF BIRTH %. Bouse 
S b 
ee FEMALE i) TE_\wwowen C] _ivorcen 1) MAL Zy v) IPE a Aa 
ak 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
3 I during most of working life, even if retired) 3 , 
HMUBEWIFE. Wh LUMI LAND 4Ef 
BR 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
° 
8 2 = = 
; ChprRLES  COALE Nera LEE 
2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
& (Yes, no, of unknown) {If yes, give war or dates of service) 
; Wo | Nye Wo E 
8 1B. CAUSE OF DEATH [Enter anly one couse per line far (o)/Abynd (c}. INTERVAL BETWEEN 
2 if “2 j ON) D DEATH 
a PART t. DEATH WAS CAUSED BY: A DS a 
§ IMMEDIATE CAUSE (0). a 
= ‘i DUE TO 
Conditions. if ony. which Z. 
gove rise to immediote 
DUE TO 


cause (9), stating the under- 
lying couse last. (e) 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONT] 


T RELATED TO THE TE! 
' 


NAC DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
PERFORM 


IRECTOR: After this certificate has been signed by the attending physician ond campletely filled 


the State Board af Health prior ta burial, cremation, ar removal, and in any event, within 


& 
- 
& g 
3 5 Yes FE] NO 
2 = | 200. ACCIDENT WAS UNDERLYING | 20b. DESCR WW INJURY OCCURRED. fEnter nature of injury in Part I or Part Il of item 1B.) 
. & | OR CONTRIBUTING [1 CAUSE OF DEATH 
2 & | (UE EITHER, NOTIFY MEDICAL EXAMINER) 
mH 
3 S ]20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
2 a Hour o. m. While Netshite foctory, street, office bldg., etc.) | 
‘a = Pom. 19 lot work [7] at work (J . H 
2 wr, Ys a Te 
5 21.1 certify that (I) (this haspitot) attended the deceased on ered AA, NX 4... CLP Tid 1, that (1) (we) last 
3 
a 3 say-the deceased glivejon. A274 ___ 19 L , and that death accurred otf , fram the causes and on the date stated abave. 
283 rey Wa : 7 SIGNE 
BA f ATTENDING MED. STAFF > 
Sue Ai La We M0. | PHYS O__pirectorOPHvs. 0 
fey Fey ICTAN: d. ADDRESS 
: © iT yoy aS 
oe ALLL) Lt A 
82° 2 R ON, | 23b, DATE THEREOF . NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} {Stote) 
>So R 
zee be GLO| Phispecr fir CEM,| PewstA7 PD. 
= 


ADDRESS 250. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 


\ 24. FUNERAL DIRECTOR: SIGNATURE re 
9/59 _Zel VE TE. SHG Weary, Utd . vate NOV 9 _’60 Onitun £, Fass 


ZS TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after death. Page 4 
> 
a 
= 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 haurs after death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 94 3 p) 
12455 CERTIFICATE OF DEATH Moats 


=— 


oe 
g A = bi sede a, USA ee Dee (Where deceased lived. If institution: Residence before admission) 
3 23 Carroll - MARYLAND || ° Maryland b.COUNTY Carroll 
Rey b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
£ aad RURAL ond give neorest eh) PF b R D i 
oe Finksburg Re ede inksburg R.D. 
“A 3 d. ales OF od a (If not in hospital, give street oddress) I, STREET ADDRESS. e. heer 
£3 é 
. RINsTMUTION Old Westminster Road Old Westminster Road ves CF] Noe 
oO 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
- DECEASED s OF 
F {ype or print) Agnes Griselda Frazier Seatn ~=Nov. 23,1960 19 
3 
8 S. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [2] 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER } YEAR|IF UNDER 24 HRS. 
2 i 
bs Female White wivoweD C] pivorced [] dune 3, 1882 laprhcen) Months] Doys | Hours] Min. 
ae 100. eh eee etON ice kind b folie 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= Pits d 
a "Housework. : Maryland U.S. 


13. FATHER'S NAME 


George H.Frazier 


14, MOTHER'S MAIDEN NAME 


Mary Adelaide Lauver 


ey 


3 

2 

> 

2 

s 

a 

€ 

5 

te 

By 

5 

Ph 3 

2s 

Bde 

a3 

25 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT Address 

“ae3 : 5 3 , 

B. (Yes, no, or unknown) (IF yes, give wor or dates of service) FE 

otk Wo | None Joseph M.Frazier,Finksburg,Md. 

5 8 = 18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b), ond (€).] INTERVAL BETWEEN 

- PART |. DEATH WAS CAUSED BY: 

3 § ES L . IMMEDIATE CAUSE (0) Uremia weeks 

see - ae -4 DUE TO 

Be 2 Con eater o Arteriosclerotic Cardio-Vascular Disease years 

gE gove rise to immediote 

pees couse (o}, stoting the under. { DUE TO 
Cineee lying couse lost. «© 
g2se duibgiecusestost. 
Beso A Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
SHES 9 aad PERFORMED? 
£433 a yes [] NO 
agcS 6 oO 
2088 = 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

oe Ee 

eke cue & ]OR CONTRIBUTING C] CAUSE OF DEATH 
e825 & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
3 53s & [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF Lee taney er 120. (City or town) (County) (Stote) 
s2e6 a Hour 0. m. Whil Not whil foctory, street, office bldg., etc. 
site ey pan 19 lot work CJ ot work ' 
ayed : 
gs eo 21. | certify that | attended the deceased from_May 13 Vomtess , 11, toNov.. 22... 1990,that | last saw the deceased 

<q<ee . 
ri aes oliveon_ Nov.22 | , 1980 ____, and that death accurred atl 2. 5.4m, fram the causes and an the date stated above. 
=03 es ADDRESS (Street, city or town, stole) DATE SIGNED 

ee aS 
Fh ae ACTUAL 
BESS | 1Sttine_[fptin E STiehef M05 os U8 Main Street 11-23-60 
¢ oa 

5 PHYSICIAN'S 

Ss: iaities Martin E. Strobel M.D. | Reisterstown, Marylend 
3 2 4 > To. BURIAL CREMATION, 7b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) {Stote) 
> 4 A i 
ee S| Bitar” | ov.26,1960 | Finksburg Cemetery Finksburg, Md. 

= Qa 


cq 
wy 
ry 
= 
3 
oe 
a 
Gq 
Le) 
° 
aa 
o 
a 
= 
3 
a 
co 
© 
8 
~ 
= 
Q. 
° 


AIS (4) 
SM 9/SB 


» ]23. FUNERAL DIRECTOR'S SIGNATURE ADDR Daa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
" 
: .2- Tagen: DATE NOV 2 8 '60 Onthur § Kasra 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 2 4 i at 


ER 
12456...» ,CFRTIFICATE OF DEATH 


ad 


sé 
s a3 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
85 9. COUNTY ATE, b. COUNTY 

58 Carroll MARYLAND Maryland Carroll 06 

a 

o 3 b. CITY OR TOWN (IF outside carporote pies write. | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

a RURAL ond give neares! town) 

2s ae Sykesville 9 da’ 

eety ‘d. NAME OF HOSPITAL (If not in hospital, give street address] e. IS RESIDENCE 
=s ‘* OR INSTITUTION. ‘ON A FARM? 


* 


~ 
° 
® 
2 
< 
8 
3 
s 
o 
4S 
5 
2 a 3. NAME OF First Middle 
So Sige Tyee Femi Walter 
co 
= +33 S. SEX 6. COLOR OR RACE | 7. MARRIEO ([] NEVER MARRIED ipa B. DATE OF BIRTH 5 eel {In et IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= ees Y! i 
Si Mele [Waite |maweg omocoe| 12b-1899 | @geeelrmm| er mm 
2 § a ral 100. i OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 885 Juring mast erg life, even if retired) 
5 2e2 Uke Laborer Maryland 
3 = an 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
¢ 
eme8 Levi@ Haines Amanda Jenkins. 
3 ot 
z = 8 A 1s. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5 6 € (Yes, 0, oF unknown) | IF yes, give wor or dates of service) H ital R 4 
8 bf No ospital Records 
g ° 
a 
5 a 4 -¥ 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] INTERVAL BETWEEN, 
mod : 4 
es bee et DEATH MEDIATE Cause o.__ Castro intestinal Hemorrhage days 
reais iF oOn B eee re 
Eee ee a e f 8 Cc cer ears 
= 823 Conditions, if ony, which o y 
3s BES gave rise to immediote : 
ae couse (o}, stoting the under- ( DUE TO 
Fewes lying cause lost. ) 
© 8eead 
lay OMe ra Paar il, OTHER SIGNIFI INDITIONS CONTRIBUTING TO DEATH BU Ni ED, TO THEJERMINAL QISEASE CONDITION GIVEN IN PART (0) ]49. tees AUTOPSY 
BEBES 2|Chronic Brain’ Syndrome due to Cerebral Arteriosclerosis ‘ORMED? 
fuse < wea NO 
2aols a|U fl 
ra a = 
- OBE = [200. ACCIDENT WAS UNDERLYING []__ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
Bieterete © | OR CONTRIBUTING DJ CAUSE OF DEATH 
age & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ofits 4 
g Grea & [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘20e, PLACE OF INJURY (Home, ier 1 20F. (City ar town) (County) (Stote) 
= me a 3 Hour o.m. White Not vile foctory, street, office bldg., etc.) H 
eS aa z p.m, jot work [-] of worl 
4a 0 
Zoe 55 19.60, 10 11=25— _. 19.60, that {I} (we) lost 
Zsey 
os = 35 saw the deceased alive ont+_ Co" ____ wes and that death es at A f the causes ond on the dote stoted above. 
a2 
F=03 Na. wt —_ 22b. DATE 
Zs5°0r ee ow, ATTENDING STAFF LONGD. 
Bord B35 rn aS 2 O Bitcror Os. XI 11-25-60 
O2eae ; a PHYSIZIAN’ YS ADDRESS 
z eS 8 NM Chee) A gustin del C. Campo.M.D. Springfield State Hospital Sykesville ,Md. 
ee 
= 3H My « EI = eS ae ee ee eee ee ee ee Ss 
re 2 
3 33 ? 2 » 23a. BURIAL, Crear, 23b, DATE THEREOF Tic, NAME OF CEMETERY-O8 GRRE ‘23d. LOCATION (City. town, or caunty) (Stote) 
~S ecify 
eS: ~ Biter ov. 28,1960 Winfield Church of Go Carroll Co., Maryland 
eee 2 | 24. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2$0. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
. 
YR AIS (4 C. M. Waltz, Winfield, Maryland D ' 


MARYLAND STATE DEPARTMENT OF HEALTH 


200. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 
Hour a.m. While Nat while. 
ee 19 Jat wark [J at work LJ 


21. | certify that (I) (this haspital) attended the deceased fram. January 8 10735 60, ja November 30 19.60. that (I) (we) last 
saw the deceased alive onl ovember 301960 and that death accurred arté 


20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | ar Part Il af item 18.) 


20e. PLACE OF INJURY (Hame, farm, | 20f, (City ar tawn) 


(Caunty) 
factory, street, affice bldg., etc.) | 
H 


(State) 


MEDICAL CERTIFICATION 


Ey fn the causes and an the date stated above. 


Md be detached for use os the buri 
the State Boord of Health prior ta burial, cremotion, ar remaval, ond in any event, 


may be rebpined by the hospital ar attending physician. 


| DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND if 2 43 34 
? Evi CERTIFICATE OF DEATH 
+ pe f 
S $ - 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmissian) 
& 32 * Garroll eee * Maryland » “Baltimore Ci f 
nag: b. CITY OR TOWN (If autside carporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest i) 
$ is Sykesvilie 10no. 224 Baltimore 1 3V01 
Owes esville mo ae altimore 11 
2 bs 3 NAME OF HOSPITAL (if not in hospitol, give street address) 3 d. STREET ADDRESS 'e. 1S RESIDENCE 
ee a, 15) . INSTITUTION ON A FARM? 
£ ms Springfield State Hospital 818 W. ves (]_No &] 
2 3. NAME OF First Middle Lost 4. DATE Manth Doy Yeor 
Re tie 4 DECEASED | X iF 
Sag ice {Type ar print) Joseph Johnson Hitchings,Srj &*™ November 30 19 
aS > oe 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED {7a 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
> ie lost birthday) [Manths| Doys | Hours] Mi 
2 8: Male White —|woow td —oworceo | 5-31-81 19. 
2 € a 10a. USUAL OCCUPATION {Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
> i 
g 883 during mast af ay life, even if retired) 
3 vet, electrician & Painter - Virginia U.S.A. 
3 bs 8 LN 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 363 Richard R. Hitchings Elizabeth - 
wey Ss 8 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 117. INFORMANT Address 
> a & ae unknown) | {NF yes, give wor or dotes of service) S in 4 ld te H 
Stars ° - - pringfield State Hospital Records 
Ze 
3 fe 3 18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c)-] INTERVAL BETWEEN 
H ® $ on 2 dagaitca io _Arteriosclerotic cardiovascular disease ears 
. ee 4A. DUE TO 
oO 
= Bz Canditians, if any, which Severe coronary artery disease 15 _years 
FSS gave rise ta immediate 
Sie Sins cavte (a), stating the under. ( DUE TO 
sy ee lying cause last. 
Ee Biing couse Jost. i} 
5 $ 8 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) | 19. Yea, 
2so4 . . . . . 
is a CBS assoc. with senile brain disease with psychotic reaction. ves BNO O 
nee 
z re] 
< 52 
Het 
Bie. s 
= Z2 
aoe 
2e3 
aL< 
<35 
3s 
; 
<q 
s 
5 
° 
x 
° 
< 


22a. SIGNATURE 2b.DATE 
ATTENDING MED. STAFF 
M.D. | PHYS. DIRECTOR PHys. Et 11-30-60 
7 1; 
/ ee TAME Wee, we avdRESS Springfield State Hospital 
3 ee Sykesville, Maryland ..........-.------ 
2° a 23a. BURIAL, CREMATION. 23d. LOCATION (City, town, ar caunty) {State} 
58 ‘% REMOVAL (Specif 
222 NL Leila, 
2 x JNERAL DIRECTOR'S SIGNATURE F ADDRESS 250. REC'D BY REGISTRAR | 25b, REGISTRARS SIGNATURE 
VR AIS (4 " Ly, A Cliath 
15M 9/59) peed Lan, be atest et 6 nls cate DEC '60 aS. Kiaud 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 5 2 4 HS a 

Pa 1 9458 CERTIFICATE OF DEATH 2 

3 = Ue a al 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

2x es Carroll marviano |] ° STATE Maryland BICOUNTY, “Washington 

° 3 b. plekee ey (lf ae corporate limits, write |<. LENGTH OF STAY IN 1b c. CITY OR TOWN {[f outside corporate limits, write RURAL ond give nearest town) 

é and give neares! town] : 

“ae Rural - Sykesville ly. 3m, oad. Brownsville 

22 d WAMECE poses {If nat in hospitol, give street address) d. STREET ADDRESS 2. e. 3 ERE 
~- Oje Springfield State Hospital AY -9| Sab 


1B. CAUSE OF DEATH [Enter anly one couse per line far (a), (6). and (c)-] 
PART I. DEATH MN ESIAt caus io.__ Bronchopneumonia associated with heart failure 


LBo r? DUE TO 


Canditions, if any, Which w___Generalized arteriosclerosis ears 
gove rise to immediate 

cause (a), stating the under. ( CUETO 
lying cause last. c) 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/19. WAS AUTOPSY 


Chronic brain syndrome_associated with disturbance of Metabolism, Growth PERFORMED? 
sas > * t . i ry = ° 


INTERVAL BETWEEN. 
ONSET AND DEATH 


days 


3. NAME OF First Middle Last 4. DATE Month Doy Yeor 
- DECEASED | OF 
a (Type oF print) Mary Rebecca Holder | dears 1a, 3.1960 
Bs S. SEX 6. COLOR OR RACE ]7. MARRIED [[] NEVER MARRIED (Oy | 8. DATE OF BIRTH a ast {io yeon IF UNDER 1 YEAR] iF UNDER 24 HRS. 
si . rol pirihday) Mi i 
ot female white wivowen (J DIVORCED [] 11/28/68 of ee eerie leu 
£3 
ra ra 10a, USUAL OCCUPATION (Give kind af work dane| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 112. CITIZEN OF WHAT COUNTRY? 
g5 during mast of working life, even if retired) Vi re 
se Housewife 2 USA 
a Nn 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
rc] 
5 James Henry Thompson ocravia Campbell 
8 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
£ Yes, 90, or unknown) (IF yer, give wor or dates of service) 4 a . 
2 Nowe Springfield Hospital records Sykesville, Md, 
3 
a 
5 
= 
3 


ronsit permit. 


yes(]) NO 


te has been signed by the attending physician and campletely fillec 


200. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part II af item 1B. 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EXTHER, NOTIFY MEDICAL EXAMINER) 


he buri 


MEDICAL CERTIFICATION. 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20f. (City or tawn) (County) (Stote} 
eee Saat factary, siree!, office bldg., etc.) | 
p.m. at wark [7] at work 


H 
21.1 certify that Qf (this haspital) attended the deceased fram._. Lp ae 1D, ta 11/34 _- 190_, that 0 (we) lost 


saw the deceased alive on... bL/3_____ 1960 and that death accurred ot 1:16! fram the causes and an the date stated abave. 
b 22b. DATE 

iL, , } Veh ENDING : IGNED 
avai y WA Mo, | PHYS OO Biecror PS. 11/ 4/ 65 


IRECTOR: After this certi 


ned by the hospital or attending physician. 


sad 


id be detached for use as 
the State Board of Health priar ta burial, cremation, ar remaval, ond in ony event, 


‘22c. PHYSICIAN'S 
NAME (Type) 


RAL DIRECTO! IGNATURE 
AS . re Nat 


may be &. 
TO FUNE 
poge 3 


25b, REGISTRAR’S SIGNATURE 


Oathn £ Fas 


ADDRESS 


Boomwsaero NO 


. REC'D BY REGISTRAR 


DATENOY 9. 760 


Zs TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours after death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH 1 9436 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
12459 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


. “Carroll MARYLAND e; Narylan a b. cont i 1 


b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give'nearest town) 
RURAL and give nearest tawn) ¢ 


Sykesville mo. lida. Baltimore 31, Maryland -Vdj-4 


d. NAME OF HOSPITAL (if nat in haspitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


R INSTITUTION, 

“Springfield State Hospital 2239] Duncan Street ves L] No 
Last 4, DATE Month Yeor 

OF 


eae First Middle 
(Type or print) William Michael Menzel DEATH bik 19 60 
5. SEX 6. COLOR OR RACE |7. MARRIED [K] NEVER MARRIED [-] |8- DATE OF BIRTH 9. AGE (In yeors 


WK Male White WIDOWED (] oivorceD [J 11-15-85 is il ee 


1a, USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of sor ti ‘even if retired) 


actory Worker - Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Peter C, Menzel ; Unknown 


1S, WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | 17. INFORMANT Address 


"No |e" | 916.01-9015 | Springfield State Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAteaUSio) _ASphyxia due to occlusion of both bronchi with | instant 
iy XO . Porto aspirated food. 


Conditions, if ony. which” yy Arteriosclerotic heart disease due to coronary | years 


gave rise to immediote 
cause {a}, stating the under-( CUETO arteriosclerosis. 
lying couse lost. o) 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/ 19. WAS Ae 
C.B.S. associated with senile brain disease with psychotic reaction. | s@ xoO 
20a. ACCIDENT WAS UNDERLYING [) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


=a 
a 
\ 


should be filed with 


the funeral director, 


% 


Pages 1 


ny event, within 72 hours after death. 


Then please remove carbon popers. 


ey 


-transit permit. 


|, Cremation, or remaval, 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour o.m. While Not while foctory, street, office bldg., etc.) | 
p.m. at work [] of work t 


MEDICAL CERTIFICATION, 


60, il ovember 23, 19.60 that (1) (we) lost 
354, PaMethe causes and on the date stated above. 
Me. SIGNATURE os i. SGNED 
CL oS fee? oy BiBcror OPS OR 11-23-60 
‘2c. RAYSICIAN’: 22d. ADDRESS 2 s 
NAME (Ty} Springfield State Hospital 
Agustin del Campo, Sykesville, Maryland. 


Al, CRE ib. DATE/THEREOF, Dox NAME OPJCEMETERY OR JREMATORY 23d. IDEATION (Fi n, oF county) (Stote) 
5 SIGNATORE ADDBES: AG 250, REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 
f, } ) Po Woy 2 8 '60 
i ; DATE Onthun £ Hass 


RECTOR: After this certificote has been signed by the attending physicion and completely filled 


rd be detached for use as the buri 


the State Board of Health prior to burial 


@& 
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MARYLAND STATE DEPARTMENT OF HEALTH 


97 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 e 4 5) Pe 
12460 CERTIFICATE OF DEATH 

st 
3 a 3 ee? nw 2 pee pe (Where deceosed lived. If institution: Residence before admission} 
Ey ° °. b. COUNTY f 
se Carroll MARYLAND Maryland Frederick Yv 
. 2 b. CITY OR TOWN {IF autside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town} 
52 RURAL ond give neorest town) = ti} 
32 al ~ Sykesville k mos. 9days Frederick (ot ~ 
£ 2 d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. tS RESIDENCE 
Cat at @) { oR INSTITUTION ks ON A FARM? 

x Springfield state Hospital 115 Record St. ves (] No Gd 
x i ie aed First Middle lost 4. DATE Manth Day Year 

(Type or print) Leonora Cecelia MILLER creat November 2 1960 


Poges 1 


|, cremotian, ar removol, and in any event, within 72 hours ofter death. 


IF UNDER 1 YEAR] IF UNDER 24 HRS. 


S. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED J] |8- DATE OF BIRTH 9. AGE {In years at 
in. 


Female | White —_|wicowo( —_ovorcto) | _1.-Aug’i1 880 "80 vo. 


100. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 
during most of warking life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


ding physicion ond completely fille 


Nurse Home for the Aged| maryland U.S Ks 
“ss 93: enka NAME 14, MOTHER'S MAIDEN NAME 
ouis ; 
xkowksx Miller Lydia Storm 
IAs. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, 90, or unknown) IF yes, give wor or dates of service) 
No _| | None Hospital Records 


18. CAUSE OF DEATH [Enter anly one cause per line for (a). (b), and {<).] 


PART I, DEATH was causeo sy, Acute hemorrhage due to perforation of the 
IMMEDIATE CAUSE (o] 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then pleose remove corban papers. 


al 
= 

3 

° 

£ 5 } DUE TO 

> 

fz Conditions, if ony#which (by 

ge gave rise to immediate 

co ji 4 DUE TO 

5a couse (o}, stoting the under- 

= lying cause last. (©) 

<<. SO 

i 5 Part all: OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19.. beatae 

mde ) drome associated with circulatory disturbance, with ves NO 

9.2 C = 
= e *- fa. KCCIDENT WAS UNDERLYING o. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 

is - oR ‘CONTRIBUTING. (CAUSE OF DEATH 

8 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION: 


ZS TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours ofter death. Poge 4 


= 
8 
aa) 
= 
a 
2 
= 
2 
+2 o 
65 3's 0c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) {County) Giote} 
ster Hour a.m. While Nat while foctory, street, office bldg., etc.) | 
s 232 p.m. 19 Jat wark [J ot work ([] t 
25 65 
aoe 2). | certify that (I) (this hospital) attended the deceased from....June._23.__. 1A ta_Novenber 1 1960_, that (I) (we) last 
sega Yy P' 
Fé 3 = saw the deceased aljve an_Npv,_-1 -__. 1960... and that death accurred at , fram the causes and on the date stated above. 
a 5 32 lo. SIGNATURE ade EZ ft Te.0ATE 
= g 2 MMA M.D. | PHYS. Bigecror PHYS, P.§ 11-2-60 
2252 2c. PHYSICIAN'S 72d. ADDRESS 
ce ee NAME {Type} 
Se Ds Springfield State Hospital - Sykesville,MD. 
ao Za. BURIAL, CREMATION, | 236, DATE THEREOF ac, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) (Stote) 
32 Be q Baar” | 11-60 Mount Olivet Cemetery Frederick, Maryland 

a \ z 5 

i ma. nena DIRECTOR'S iS FIGNATORG APR ie, land 250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 

\| Me .itchison Son, Frederick, Mary: F ; 

ae vate NOV 7 ‘60 Crbun £ FG, 


@ 


MARYLAND STATE DEPARTMENT OF HEALTH 
VISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 7 i 
1246 12438 


= 


rf CERTIFICATE OF DEATH 


with 
“as 


8 1 Oe ite oe MF TEE yy meay atin’ (Where deceosed lived. If institution: Residence before admission) Y 
2 o o, b. [TY 
% Carroll ae Maryland fie gany 
3/e b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib . CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
30 i¥ RURAL ond give nearest town) 
5" Sykesville 8yr.Im.1d. Cumberland Gio A=2 
nS = d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
ae 6\ OR INSTITUTION ON A FARM? 
Sf Springfield State Hospital North Mechanic Street ves] No 
a 3 pss First Middle: Lost 4 hed Month Day Year 
zoe Sippsvep erin! Harry William Morris | 4 November 26, 19 60 
eae S. SEX 6 COLOR OR RACE |7. MARRIED [K] NEVER MARRIED [_] | 8: DATE OF BIRTH 9. Berar IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= lost, bitheoy) | Month = 
358 WIDOWED pivorceo [] 6-6-1894, mH) [Menthe] Doys | Hoos.) Mim 
ve ale e 
& a 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
gs during most of working life, even if retired) 
=f None - Maryland U.S.A. 
3 2! 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 
93 Unknown Unknown 
2 1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 ie (fs, ne, oF unkurown) H yes, give wor or dates of service) s 
z | 3 = Springfield State Hospital Records 
8 1B. CAUSE OF DEATH [Enter only one couse per line for (9), (b), ond (¢)-] INTERVAL BETWEEN 
fe PARTI. DEATH Was avetoe. Arteriosclerotic heart disease years 
5 
# ay Xd rei © duETO 
Conditions, if ony, which _Ceneralized arteriosclerosis years 


couse (0), stoting the under: DUE TO 
lyn seotse: lbs e 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) |19, we 


C.B.S. assoc. with intoxication, alcohol intoxication, psychotic reaction! sO N 


200. ACCIDENT WAS_UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


gove rise to immediote | 


o 


MEDICAL CERTIFICATION: 


e burial-transit permit. 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 


}20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 
foctory, street, office bldg., etc.) | 
1 


Hour 0. m. While Not while 
pom. 19 lot work [[] of work 


21. | certify thot (1) (this haspital) attended the deceased fram. November 23 1g, _toNovember 2¢ 195M, that (1) (we) last 


ber. 28 9.60, ond that deoth accurred ot == THO trbrn te causes ond an the date stated obave. 


saw the deceased alive on. NOV: 


RECTOR: After this certificote hos been signed by the ottending physicion and comp 


id by the hospitol or attending physicion. 


= 
rs 
5 
H 
3 

>» 
z 
5 
‘e 
2 
2 
° 
2 
3 
°° 
€ 
® 
5 
2 
S 
6 
13 
e 
& 
«) 
5 
3 
2 
io 

a 
23 
=z 
Co 
z 
a 
a2 
2 
a 
© 
= 


rs) 
g 
= 
5 
70 
° 
£ 
8 
a 
a 
Pa 
2 
=) 

: 
” 
Pi 
a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours ofter death. Page 4 


Zo. SIGNATURE mec lee 
o moles?  BaecorO es 11-28-60 
- # 7d. ADRESS Springfield State Hospital 
ie pringfie osp: 
8 Agustin del Campo, M.D. | Sykesville, Maryland 
3 3 (\} 230. BURIAL, CREMATION, | 23b. DATE THEREOF . NRITESOECEMETERY_OR-GREMATORY_ 2 ney) 
32 pepe aiiopes 7 “32,62 kd) f iz /) 
2 \ 24, FUNERAL DIRECTOR'S. bibiae o'r ADDRESS: * 25a. REC'D BY “REGISTRAR 
: fad YY he? 60 
aie kt std (2h, Loe ge __\om vec? 8 


coed 


ith 


the funeral director, 


should by 


* 


RECTOR: After this certificate has been signed by the attending physician ond completely filled, 
Then please remove carbon popers. Pages | 


be detached for use os the burial-transit permit. 
rd of Health priar to burial, crematian, ar removal, and in any event, within 72 haurs after death. 


.d by the hospital or attending physicion. 


e 


page 3 


2 
13 
a 
e 
= 


moy b 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 haurs ofter death. Page 4 
TO FUNEI 


\ 


sy 


DIVISI 


12462 


MARYLAND STATE DEPARTMENT OF HEALTH 


ION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


12439 


ae 
: Carre A 


2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before 


MARYLAND pi b. COUNTY Py 


jissian) 


b. CITY OR TOWN (IF autside carporate limits 


RURAL,and give nearest fown) 


SAAS £P 9 


2, 


, write | ¢c. LENGJH OF STAY IN 1b 


AL 


¢. CITY OR TOW! 


D4 


Wf autside corporate limits, 


at fp 
d. STREET ADDRESS! 


write RURAL ond give nearest tawn) 


a-NAME OF MOSPITAL (IF notin hospitel, give sireet oddress E an c. 1S RESIDENCE 
EEA Street t wi MaAmw reek Yes] NO pa 
3. ps et First Middle host ‘4 One Menth Day Year 
(Type or print) QusAv Alberta Murray DEATH NVoten be 1 9 GO 
S, SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [] ]8.DATEOF BIRTH 7 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS 


Py as 


Pe peo 


lost birthdoy) 


LL IST ST 


Months] Days 


WIDOWED 


Hours Min. 


10a. USUAL OCCUPATION (Give kind of work done} 


12. CITIZEN OF WHAT COUNTRY? 


LSA. 


PA most af working life, even if retired) 
13. R'S NAME 7 


oworceo lL] | SYD Vr ns. 
11. BIRTHPLACE (State of, foreign country) 
Mar acd. 
EN NAME 


. 5 
\\ VMN Cf1AS Lug 
lAs. WAS DECEASED EVER IN U. S. ARMED FOR@ES?416. AOCIAL SECURITY NO. }|17, INFORMAI 


| {IF yes, give wor or dates of service) 


Yes, no, oF unknown) 


10b. KIND OF BUSINESS OR INDUSTRY 
14, MOTHER'S M L 


ye 


18. CAUSE OF DEATH [Enter only ane cause per fi 


PART 1. DEATH WAS CAUSED BY: 


_ IMMEDIATE CAUSE (0) 
Le + 4 


DUE TO 
Conditions, if-ony, “which 6) 
gave rise ta immediate 
cause (0), stating the under ( DUE TO 
lying couse last. 


Abd (14€- 
Yirw [de Lene Lifebsenne 
f(b), and (¢}.] ; : 
wo Lyobsvdihss 


INTER’ 


VAL BETWEEN 


ONSET AND DEATH 


wet Le ead Crkve Seferr 7s 


Z Part Il. OTHER SIGNIFICANT CONDITIONS/CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(a)]19. WAS AUTOPSY 
< — ves (] NOMS 
= | 200. ACCIDENT WAS UNDERLYING [)__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port WW af iter 1B.) 
& | OR CONTRIBUTING [1 CAUSE OF DEATH * 
G | (if EITHER, NOTIFY MEDICAL EXAMINER) ae oe —— 
& [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (City ar town) (County) (State) 
3 Hates: a. ans ae ale factory, street, affice bldg., etc.) | 
= p.m. lat eee 
21. | certify that (1) (this aw ) attended the deceased fram AMMA AS ___. 198210 YOU 1 ___. 194 that (I) (we) last 
saw ¢ deeased alive onlexe FT / ___ 19.62, nd that death accurred at@A)_M, fram the causes and an the date stated above. 
Ro. Sid RE 22b. DATE 
ATTENDING MED. STAFF even 
AL AAS Wes ee M.D. | PHYS. DK DIRECTOR []__ PHYS. =l-tO 


IDRESS 


[tA stEAD 


230. $QURIAL, CREMATION 
REMOVAL (Specify) (/ 
t<. 


IAESNERAL DIR 
Cull 


23d, LOCATION (City, town, ar county) 


(Stote) 


A ADDRESS 


Letty 


‘25a. REC'D BY REGISTRAR 


"60 


hicirytt dy) “Flee 
2b. REGISTRAR'S SIGNATURE 
Nase z Picea 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND i ve 4 4 (Q) 


re CERTIFICATE OF DEATH 


— 


st 
3 = 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insitution: Residence before edmistion) 
53 = C oh MARYLAND eels b. COUNTY w” 
== : 
° 3 'b. CITY OR TOWN (If outside corporate limits. write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
3 RURAL and give nearest town) A \ Do pe 

> f he 
£3 5 years Baltimore SVe 1-4 
i 2 d. NAME OF HOSPITAL (If nat in haspital, give street address) d, STREET ADDRESS: RESIDENCE 
a OR INSTITUTION ON A FARM? 
i ray i a Springfield State Hospital 2205 A Yes¥j_NO 


¢ 


3. eee First Middle Lost 4 fd Month Doy Yeor 
3 a) Virginia Daré NELSON all 11 111960 
5 $. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ba lost birthday) [Months] Doys | Hours | Min 
< female white wipoweo []___ Divorced (] 28/70 70. 
a 10a, USUAL OCCUPATION (Give kind of work dane| 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 during most of working life, even if retired) 
5 e Maryland U.S.A. 
a 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 
=, . 
g _Alice Cory 
3° 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
— (Yes, no. or unknown) {If yes, give war or dates of service) 
: | Springfield State Hosp, “ecords 
g 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (€).] INTERVAL BETWEEN 
a re DEATH WAS CAUSED BY, ONSELANDIPENTH 
§ IMMEDIATE CAUSE (a)_Bronchopnevmonia 
2 
= 


DUE TO. 
mi Phun Infected decubiths weeks 


E gove rise to immediote 

& couse (a), stoting the under. ( DUETO 

= lying cause lost. () 

8 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. Was auTorsY 


assoc. with e dist. with cerebral arteriosclerosis with _ Nsialeve! 
20a. ACCIDENT WAS UNDERLYING [)_]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il of item 1B.) 
OR CONTRIBUTING L] CAUSE OF DEATH Se ag te psychotic reaction. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour 0. m. While Nat while 
rh: ot wark [J] of wark 


21.1 certify that (I) (this hospital) attended the deceased fram. 2/24/55. 12s. peloee , that (1) (we) last 


saw the deceased alive an___ 11/41/6019. and that death accurred of7s.204, Reditthe couses tr an the date stated abave. 
Za SIGNATURE | 22. DATE 
R 


ATTENDING MED. STAFF Ee 
1 / Heh, ws [latin Mp. | PHYS. DIRECTOR C) PHYS. OX 11/12/60 
22€. PHYSICIAN'S 22d. ADDRESS 


NAME (Type) 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
factory, street, office bldg., etc.) | 
H 


MEDICAL CERTIFICATION 


RECTOR: After this certificate has been signed by the attending physician and campletely f 


id be detached for use os the buri 
the State Boord of Health priar ta burial, cremation, ar removal, and in any event, within 72 haurs after death. 


w 


may be retained by the haspital or attending physician. 


y Rita S. Glahn, M.D. le, 
ea me \\ 2a. EE HIN 23b. DATE THEREOF 23, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or caunty) (State) 
5 mS ci 5 
222 (\\L dwelt” [77-14-60 Druid Kidge Cemetery Beltimone, lild. 
e o 2Sa. REC'D BY REGISTRAR 


ZS TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs after death. Page 4 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS Fa 
Leonard g. Ruck 5305 Hargonrd Rd. pare NOV 1 4 60 Cohan &. Prasn 


MARYLAND STATE DEPARTMENT OF HEALTH J 
1 248 , 3 ae OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 2 4 4 1 


CERTIFICATE OF DEATH 


. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. IF institution: Residence before odmission) 
0. COUNTY, sade vee . STAI / b. COUNTY 


al 


b. CITY OR TOWN (If outside corporate limits, write |.c. LENGTH OF STAY IN Tb €. CITY OR TOWN (If oftside corporote limits, write RURAL and give nearest town) 
RAL ond giye nearest town) « 3 


Cyd fA bIgepildecae LA ASE 2? 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRI e. 1S RESIDENCE 


SS 
OR INSTITUTION y : ON A FARM? 
12 thawed We: NN 700 pent Bow | SOR 
|. NAME OF First Middle 4, DATE Month Day Yeor 
Type er eid CHESTZC FIR IW UR M/TSECH - DEATH No Uv. 960 
; 6. COLOR OR RACE |7. MARRIEDE]- NEVER MARRIED [] |B. By OF BIRTH 9. AGE (in years |IF UNDER 1 YEAR] IF UNDER 24 HRS, 
lost birthdoy) [Months] Doys | Hours] Min. 


wipowep [] divorced [] 22 LE, Le WZ. 
G 


“4 
10a. USUAL ecu au (Give kind Fy work done] t0b, KIND OF BUSINESS OR INDUSTRY Nor, BIR ZZ. or £7 country) 12. CITIZEN OF WHAT COUNTRY? 
, even if retired 


the funerol director, 
should be filed with 


* 


Pages, 


|, ond in any event, within 72 hours after death. 


4- 


‘\ 


b Ft Pz thé LLy 
18 FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


) Ls 
1s. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17, INFORMANT 
(Yes, no, oF unknown) >| {i yes, give wor or dotes of service) 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 


igre Sipe ges CARDIAC 


DUE TO 
Conditions, _ oneal 


gove rise to immediote 
couse (o}, stoting the under. ( DUE TO 
lying couse lost. {¢) 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0) |19. Was AUTOPSY 


yess) No 


Then please remove carbon popers. 


te has been signed by the ottending physician and completely fi 


be detoched for use os the burial-transit permit. 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port I! of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


|, cremation, ar remava 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F, (City oF town) (County) (Stote} 
Hour 0. m. While Not while foctory, street, office bidg., ste} 
p.m. 1 Jat work [[] at work 


MEDICAL CERTIFICATION 


After this certifi 


saw the deceosed olive nO CT ____ 


Saud J 


22. PHYSICIAN'S Os ae 
NAME (Type) 


ANIEL CT. WELLIVER |19 Rivpsee Rp WESTMINSTER AD 


230. BURIAL, CREMATION, | 23b. DATE, THEREOF of ad OR CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 


Se eg 2 | t/ % 60 oe 


UF vy bs OR'S SIGNATURE Sa. REC'D BY REGISTRAR 25b, REGISTRAR'S SIGNATURE 
he meV 4 0 | itn oa 


RECTOR: 


¢ 


the State Board of Health priar ta burii 


may be retained by the hospital or attending physician. 
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1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4 A 
“A +64. CERTIFICATE OF DEATH sen. bist. NE Ee 
=. . Dist. No- 
z : 1, ae chalet m vere {Where deceased lived. If institution: Residence before admission) 
8 ° ° f 
32, Carroll marvtano || “Maryland bscOUNTY’ “Garrat: 
2 3 b. CITY OR TOWN {if autside corporate limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
s RURAL ond give nearest town} 
22 Finksburg 5 yrs. 

“3 a d. a es {If not in hospitol, give street address} d, STREET ADDRESS e. Te Pas 
* cédarhurst Road ) Cedarhurst Road ves C1) No CX 
b 3. ae First Middle Lost 4 Bare Month Doy Yeor 

(Type or print) Charles William Otto III} comm November 6 19 60 


5. SEX 6. COLOR OR RACE 


Male White 


10a. USUAL OCCUPATION (Give kind of wark done| 10b. KIND OF BUSINESS OR INDUSTRY 


7. MARRIED [7] NEVER MARRIED B. DATE OF BIRTH 


wipowep [] pworceo (] | Nove 9, 195k 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
rd birthdoy) [Manths] Doys | Hours Min. 
yrs. 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


= during mast of working life, even if retired! 
a2 ¥ Baltimore, Maryland U.S.A. 
¥ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Charles William Otto Jr. Thelma Jones 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
. (Yes, no, oF unknown) {HF yes, give wor or dates of xervicw}, 
| Charles W. Otto Jr. Finksburg, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (¢)-) INTERVAL BETWEEN 


Then please remave carbon papers. Pages } 


ONSET AND DEATH 
eq ee Rhabdomyosarcoma of Naso-pharanx 5 months 
Q Wa with asphyxia 
Conditions, if ony, which {b) 


cause {a}, stating the under- DUE To 
sag :caltelleys te 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


ove rise tanimmediate 


19. WAS AUTOPSY 
PERFORMED? 


vss no 


20a. ACCIDENT WAS UNDERLYING [1] 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | or Port I! of item 18.) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘2Ne. PLACE OF INJURY (Hame, form, | 20f. {City or town) {County} {Stote) 


Hour 0. m, While Netiwile, foctory, street, office bldg., etc.) | 
p.m. at wark [7] ot work [1] 


H 
21. | certify that | attended the deceased fram Dec.) _ _, 9.5L, to _Noved 19 6Qhat | lost saw the deceased 


alive an__ love 6 nears , 1260 __, and that death accurred at_L1__ PM, fram the causes and on the date stated abave. 
ADDRESS (Street, city ar town, stote) DATE SIGNED 


Sittin (Nardin £,Sotap no, 48 Main Street 11-7760 


MEDICAL CERTIFICATION 


RECTOR: After this certificate has been signed by the attending physician and campletely filled 


id be detached for use as the burial-transit permit. 
the registrar priar to burial, crematian, or removal, and in any event within 72 haus 


ined by the haspital ar attending physician. 


er 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


we Nantes Martin E. Strobel , M.D. Reisterstown, Maryland 
33 - To. BURIAL CREMATION 22b. DATE THEREOF ‘Ze. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (State) 
£S=] .. speci 
oats % Nov.9,1960 | Finksburg Cemeter Finksburg Maryland 
- AN 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR ‘2db. REGISTRAR’S SIGNATURE 
- 
tense |) E, Myers, Jr. Westminster, Md. vateNOVID 60 Onthan £, Free 


MARYLAND STATE DEPARTMENT OF HEALTH 


A 
1 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND : 2443 
poetry Nate CERTIFICATE OF DEATH 
af Voce 
Sere s 1. PLACE OF DEATH a USUAL RESIDENCE (Where decegsed lived, If institution: Residence before admission) 
é & 2 2. COUNTY/ ¢ , MAR YEARS Y / s 
LF telY QA 
en B b. CITY OR TOWN (If outside corporote fimils, wrife | c. LENGTH OF STAY IN Ib 3 g 
3 2 hy, RURAL ond give, nearest town) , pe y 
ne UW) RA _ LAE 2A (LEP Le, Lap Lifted: 
2 = d. Ki ME OF HOSPITALLIF not in hospitol, give street address) Jd. Ged ADDR FSS e. IS RESIDENCE 
=a OR INSTITUTION / ON A FARM? 
* 1 “ Lae a 
: ro 3. bso First ee Lost 4 eere Month Day Year 
3 (Type or print) V/ BLA LS, 71h OFF DEATH DLA ‘O WA who 
8 5. SEX 6. COLOR = RACE [7. MARRIED] Ses Tree 8 bare ZL Zp 9. AGE tn yeor [IF UNDER 1 YEARITF- UNDER 24 HRS, 
urthgoy, Months! Day Mir 
LP pL LP AZTZ, wivoweD B—? _oivorceo [] (2) Fi yn. G : 
10a. USUAL OCCUPATION (Give kind ol wor done] 10b. KIND OF BUSINESS OR INDUSTRY £4 or foreign couttry) 


during mastof workipg life, even if retired) 
(22226 fr "Didi. 


13. FATHER'S NAME. 

AL LOL LA i? "WAL LA 

I FS, WAS DECEASED EVER IN U" S."ARMED FORCES? ]16- SOCIAL SECURITY NO. [17 INFORMANT 
fet, 0, oF unknown] (If yes, give war or dales of service) 

Ped a ke A ‘oat 


7 


—— 


1B, CAUSE OF DEATH [Enter anly one couse 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


3 3 2 ye DUE TO \ 
Conditians, if ony, which tb 
gove rise to immediote 


couse (o}, stoting the under. ( DUE TO 
embcéuse lei @ 


Then please remave carbon popers. 


, crematian, or removal, and in any event, within 72 hours after death. 


te has been signed by the attending physicion and campletely filled 


No. E L* . DATE 


ATTENDING MED. STAFF SIGNED 
M.0. | PHYS. [7 OtRECTOR PHYS. } 


€ 
& 
ey os 
Sc 
BBs BS Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
ed 3 
ae = yes [] NO oe 
ae uv 
eee = | 200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 18.) 
5 re & | OR CONTRIBUTING (CAUSE OF DEATH 
es & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oes & [20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
avg a Heer Gatad , Serie Notwhile foctory, street, office bldg., etc.} ! 
mee = p.m. 9 lot work [1] ot work 
ben) fp 
gs 3 21.1 certify that (1) (This haSpital) attended the deceased frat be 14 AAD. LAA. 9 “that (1) (we) last 
a< : 
2g 3 saw the deceased alive of —¥ | QAuvlo and that\geath aed gt7 BA, from the causes and on the date stated above. 
Os 
20% 
UD Ee ) 


RECTOR: 


‘ 


the State Board af Health prior ta buri 


Tic. PHYSICIAN'S 
NAME tree) PY Prk Re Coe 


ZS TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs after death. 


6 see 
£ z wo 230. BURIAL, CREMATION, | 23b. DATE, THEREOF 23c. NyMe OF CEMETERY 23d. LOCATION, 
=> S SEMOVAL (Specify) 
Ege “gs OPA pz Like 
i 4. i TERAL DIRECTOR” '§ SIGN: RE ADDRESS: ~ <s REGISTRAR 
ANS (4) * oo oe - 
ae ls Llapibe _LatDaanlec, Dr peg F160 | Filta Bee a 
Z 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 y 4 4 4 


CERTIFICATE OF DEATH 


=! 
J 


se 
3 ¥ 7, PLACE real DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
s °. COU 0. STATE b. COUNTY 
32 Carroll ee eat | Maryland Carroll Comty 
r-) HN b. CITY OR TOWN {If outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
s { y RURAL ond give neorest town) 
en Sykesville Westminster 
= 4 d. NAME OF HOSPITAL (if nat in hospital, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
=o OR INSTITUTION ON A FARM? 
~¢ © Springfield State Hospital Route 7, Westminster, Md, yesX] NOD) 
7 ie | 5 a ae Bal First Middle Lost 4. DATE Month Doy Yeor 
3 (Type or print) Howard Lee Sellers 
5 
3 . 7 ‘ 9. AGE {h 
é S. SEX 6. coreh ‘OR RACE MARRIED K] NEVER MARRIED [-] | B- DATE OF BIRTH ks {in ew 
Male White wipoweo [) Divorced [] 11-18-77 2 yrs. 
10a, USUAL OCCUPATION {Give kind of work done] 1@b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


Farmer ate Maryland mrs 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Va Noyes Sellers Amanda Zimmerman 
1S. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


~~ 


18 wor or dale: of service} 

econ. tI 7- 24-4 1b i Hospital R s, Sykesville, Md. 

1B. CAUSE OF DEATH [Enter only one couse per line for (a), {b), ond {c).] SERIAL EY 
PART 1, DEATH WAS CAUSED By: 


IMMEDIATE CAUSE (o|________ Massive G°T. Hemorrhage | 2_days. 


iN 9 ¥% ».4 DUE To 
Conditions, if bdy, #hi (by 


gove rise to immediote | 


[Yas, 10, oF unknown) | IMF yea, 


No 


Then pleose remove corbon papers. 


couse (0), stoting the ynder- DUE TO 
lying couse lost. ES 


tronsit permit. 


icote hos been aaa by the ottending physicion ond completely filled 


ie Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{)|19.. ha a ee 
oS : rn . 
pe, |S|_C.B.S. associated with cerebral arteriosclerosis, psychotic reaction, | "80 Nom 
U = 20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
or ‘OR CONTRIBUTING [] CAUSE OF DEATH 
© |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
= z 
6 20c. TIME OF INJURY Month. Doy. Year | 20d. INJURY OCCURRED. 200. PLACE OF INJURY (Home, farm, | 20f. {City or town) {County) {Stote) 
ray Hour o.m. While Not while foctory, street, office bldg. etc.) ! 
= p.m. 19 lot work [1] of work i 


8 

3 

3 2), | certify that (1) (this haspital) attended the deceased fram..7=5-60 Seas, La to 11=1-60___, 19.___, that (I) (we) last 
: oa a : and that death occurred of, 3OM. Mb the causes and an the date stated ores 
° 2b. DATE 
B Lu YA py. ie, “al ae NS OiRecTOR | aS. oO 11-1-60 ee 
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2c. PHYSICIAN'S 
NAME (Type) 


‘22d. ADDRESS 


G U 
« Raymond Gladue, M.D. _Springfield Hospital, Sykesville, Md. _ 


Zo. BURIAL, Cre ATION: 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY py (City, town, or county) 
VAL (Speci | 
d ee? Mer “Le ée Abitiiv lf ¢ 


280. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 


pare HOV 7 ‘60 Cudlan £, Toma 


bet, 
Se 
2 
Fo 
2 


VT =~ 


ZS TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours after death. Poge 4 


=> 
La 
a 


oe 
Cs 
O 


€0 e772 
24. By JERAL DIRECTOR'S SIGNATURE af ADDRESS 
SET La Lipton, Pegs Ved 


3S TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death, Page 4 


E> 


oll 


the funeral directar, 


z 


ician. 


may be retgined by the hospital or attending phys’ 


2& TO FUNER, 


S 


# 


page 3 s¥Oy 


shauld be filed with 


RECTOR: After this certificote hos been signed by the attending physicion and completely fil 


Pages 


Then please remove corban papers. 


I-transit permit. 


the State Board of Health priar ta buriol, crematian, or remaval, 


be detached far use as the bur! 


= 


gee within 72 hours after death. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


12467 CERTIFICATE OF DEATH 12445 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Wherp deceased Jived. If institution: Residence before admission) 
a. b. COUNTY 
ra MARYLAND Le, yy fire rl. { 


b. ait OR LOY UF outside pees limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TO! HIF outside corporate Jimits, write RURAL and give nearest tawn) 


ive nearest ta 40 


e. 15 RESIDENCE 
ON A FARM: 
yes [] NO 


OR INSTITUTION 


d. NAME OF HOSPITAL (If/nat in hospital, give street address) a ie ADDRESS 


3. N ee First iddle lost 4 od Month Doy Yeor 
(Type or min Lf iy eae C= S PIVCE Ky DEATH Vivv 2Z- 60 


cy “Mm 6‘ lt ORJRACE |7. MARRIED [AX NEVER MARRIED Ji 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


a irthdoy} 
wipowep [] DivorceD [] 24 25-19 Fe $2 yrs. 
af es faa 10b. KIND OF BUSINESS OR il BIRTHPLACE (State or foreign sountry) 
2 L 
ats LAM tok he 
13. PATHER'S AME " q 
ion 


15. WAS Pee Payee IN U. S. ARMED/FORCES? 116. SOCIAL SECURITY NO 


Seay 4 5-24 PEG” ; eth Opuclasr: ad 


1B. CAUSE OF DEATH [Enter only ane cause per line for (0}, (b}, and (c).} INTERVAL BETWEEN, 
PART I. DEATH WAS CAUSED BY: ONSET ENO Sie! 
if ; DEATIMMEDIATE CAUSE (o)__ Coronary Thrombosis 
DUE TO 5 
pil } ! Arterio-Sclerosis 
Conditions, if ony, which e 
gove rise to immediote 
couse (a), stoting the under. ( DUE TO 
lying couse last. (©) 
A Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. BAS AES 
= F 
6 yes [] | NOR 
= 200. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 1B.) 
& JOR CONTRIBUTING (I CAUSE OF DEATH 
& |(1F EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (Stote) 
a Hour o.m. While Not shile: foctory, street, office bldg., etc.) | 
= p.m. 19 Jot work [} ot work [1] { 
2). | certify that (I) (this haspital) attended the deceased fram._.6/31. aa ae ae . 19.59 to_ 11-22 19.60, thot (I) (we) lost 


19.60, and that death occurred oQ@._.M, fram the causes and an the date stated above. 


22b.DATE 
ATTENDING MED. STAFF SIGNED 
PHYS. ¥_pikector PHYS. 


yy) LOCATION WER Jpwn, of,county) (Sioyf) 


250. REC'D BY REGISTRAR 25b. £0 'S SIGNATURE 


pare HOV 2 8 '6O Cather £ 4 


saw the deceased alive an__NO% 


Zg_ SIGNATURE A tee, 
fc. PHYSICIAN'S 


NAME (Type) M. OC. Porterfield 


RIAL, CREMATI , DATE O87 


y, VE; MOVAL — Wty 2. 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 2 Sf PIMSION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND Ag 
44 {244 


2 CERTIFICATE OF DEATH 


cei 


$= 

3 3 OF t 2. USUAL RESIDENCE (Where decgased lived. If institution: Residence before admission) 
£3 2, COU! Mane: °. SY b. COUNTY 

Be b. CITY OR TOWN {If outside corpagate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF MPtside corporote limits, write RURAL and give nearest town) 

Fy \ f RURAL and give nearest town} 

2x \¥ > 

25 \ Ee O) 

22 d. NAME OF HOSPITAL nat in haa give street en OF d. STREET ADDRESS e. IS RESIDENCE 
=< “oR fa ay ‘eal ON A FARM? 
at 22) YA % t | ves O nog 
4 x 3. NAME OF First Middle 4. DATE Month Doy Yeor 


tip ereiny a LIE ie STEM 
Se 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] |©. DATE OF BIRTH 
wipowed [4 ~~ DIVoRCED [] 


DEATH Noe. Q 960 


9. AGE (In years 


29 /S72 - 


Pages 


£ 
8 
3 
8 f 
£5 ¥-L22LUK Yl 3 L714 
oie Toa JUSUAL OCCUPATION "dive kind of ork dane] 10b, KIND OF BUSINESS OR INDUSTRY [11. pATHPLACE (afore or OT BL country) 12. CITIZEN OF poy 
gs Juri most of warking life, even if retirgd) 
2 Ly - LS. 
is a ALLA LZ A2 = 
aR 13. FATHER'S NAME 14. Cae hie R’'S MAIDEN NAME 
5.5 2 by 
18 NLZe y, 
ee I ANGIIAHALEG 6-2 CA LAI LL APL af, aa # Ase 
oe. Us. WAS DECEASED EVER IN U- 8. ARMED FORCES? |g” SOCIAL SECURITY NO. prety 
E {Yor mo, oF unkowa) Il yes, give wor or dates of ervicalf : 
: 5 == — sso E22. tha F2Z. Vp ij Le Fete L7if . 
8 18. CAUSE OF DEATH [Enter only ane couse per line for (0), (6), and (c).] INTERVAL BETWEEN 
a ONSET AND, DEATH 
PART |, DEATH WAS CAUSED BY: 2 
3 
= 


IMMEDIATE CAUSE (0 oe 
Se al ~~: On v | DUE TO = 
Conditions, if ony, whi ) Q ee Ee 52-4 hd 
gave rise ta immediote 
couse (0), stoting the under. ¢ DUE TO Cy 
lying couse lost. e 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Pie: ee AUTOPSY 


RFORMED? 
yes [] No 


The law requires that the death certificate be executed within 24 haurs after death. Page 4 


may be rejained by the haspital ar attending physician. 


20a. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


, cremation, ar remaval, and in ony even 


MEDICAL CERTIFICATION: 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1206. {City or town) (County) (State) 
Hour o.m, While Not while foctory, street, office bldg., ES) 
Pm. 19 Jat work [[] ot work 


After this certificate has been signed by the attending physician ond completely 


21.1 certify that (I) (this haspitol} sa ie 4 PF hee from. fury) fs a to fam). 2G 1960. thot (I) (we) last 


od, and that Al occurred BOF, from the couses and on the dote stated obave. 


saw the deceosed alive on__ 
22a. SIGNATURE) 7b. DATE 
ATTENDING MED. STAFF SIGNED 
Ss SR pirector Pays. 
7c. PHYS MAN'S 
NAME (Type) 


23a. BURIAL, CREMATION, | 23, DATE THEREOF, 23c. NAME OF CEMETERY OR“CREMATORTS. 23d, LOCATION (City, town, or county) (Stote) 
is OVAL (Specify), Pe 2/ é = 
[D342 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


ap nd eenbag Ld. 


id be detached far use as the burial-transit permit. 


IRECTOR: 
the State Board of Health priar ta buri 


+ 


page 3 


TO FUNE! 


‘Sb. REGISTRAR’S SIGN: 


Cather £ Kaus 


250 AEC'D BY oF 


GS TO HOSPITAL OR ATTENDING PHYSICIAN: 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12468 CERTIFICATE OF DEATH ee 


es 
3 / 1. PACE OF DEATH 2 usual RESIDENCE (Where deceased lived. If institution: Residence before admission) 
z a Carroll marvano || ° SATE Ma ee dand xe Carroll 
7] 8 b, COMIN (If rot pe hig al limits, write c. LENGTH OF STAY IN 1b c, CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 
5 ‘ond give nearest town 
$2 Rural, Nr, Westminster 70 Years || RRural, Nr. Westminster 
be 2 x d, Oe Ne TTUTGe {If not in haspito!, give street address) , d. STREET ADDRESS e. 1S ete 
é "Westminster, Md. R. D. 3 | Westminster, Md, R. D. 3 ves (No 
5 . NAME OF First Middle Lost 4. DATE Manth Day Yeor 
3 (Type or print) Ellen Jane Stonesifer DEATH November 25 19 60 
ch 5. SEX 6. COLOR OR RACE |7. maRRieD [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
White lost birthday) [Months] Days | Hours] Min 
Female ‘ wiooweD XI bvorceo(] | December 2, 1880 | 79 yn. 


9 papers. 
th, 


during most of pocioa! life, even if et 


Housework, ‘Retire 


10a, USUAL OCCUPATION (ene kind of werk done|10b. KIND OF BUSINESS OR INDUSTRY 
In her own home 


11, BIRTHPLACE (Stote or fareign country) 
State of Pennsylvania 


12. CITIZEN OF WHAT COUNTRY? 


U.S Ace 


13. FATHER'S NAME 
William Stonesifer 


ofter 
os 


14, MOTHER'S MAIDEN NAME 


Barbra Lilen Sickle 


INFORMANT Address 
John S. Stonesifer, Westminster, Md, R. D. 3 


aa BETWEEN 


lag n NSET AND DEATH 
PART I. DEATH WAS CAUSED BY: f } A é ‘Le. ‘ D 
y IMMEDIATE CAUSE (o] Br irscsere lb hak Kcebnd 3 [L-1 04-26 ly 


a a bs X%, DUE TO te 
Sonerons iReny ac (On A A atoels ot Fea ree eon tetul ey ee 


o 
3 TS. WAS DECEASED EVER IN U, S. ARMED FORCES? [16, SOCIAL SECURITY IM. 
§ (Yes, 0, oF unknown} UF yes, give wor or dates of service) 
a No | None 
8 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).} 
a 
. 
& 
2 
S 

gove rise t diok wh 

2 to immediate 
couse (a), stoling the under. ( DUE TO 
lying couse lost, 


en, _ 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. he raat ad 
ERFORMED? 


200. pee EN WAS UNDERLYING C] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, 
Hour a, m. 


p.m. 


While Nat while 
jot work [[] of work 


MEDICAL CERTIFICATION 


alive an Tan 2 


lA) 
ACTUAL ih} { 
SIGNATURE__ Y ! 


RECTOR: After this certificote hos been signed by the ottending physicion and completely filled 


ed by the haspital or ottending physicion. 


LU Atrnen: ( Lonel ENR wh de e1 tet ty YSC) No {] 
20b. DESCRIBE HOW INJURY OCCURRED. (Enter ou of injury in Part | or ra afftem 18.) 
v U 
Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) (Stote) 


factory, street, office bldg., ate) | 


, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


PHYSICIAN'S W Ht F Arg .- 


NAME {Type} 


* 


the registrar prior to burial, cremotion, or removol, ond in ony event within 72 hay 


page 3 sHavid be detoched far use os the burial-transi! permit. 


moy be rg 


‘2c. NAME OF CEMETERY OR CREMATORY 


Bixlers E.U.b. Cemetery 


Zad. LOCATION (City, tawn, or county} (Stote) 


Nr, Westminster, Carroll Co.Mde 


TO FUNER| 


ADDRESS. 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after death. Page 4 


AIS (4) NY 
SM 9/58 


q 


Littlestown, Pa, 


2da, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


8 '60 Onthun £ Kies 


DATE 


~ 
© 

a 
°o 
& 
< 
3 
= 
s 
Ss 
é 
5 
oO 
ts 
~ 
™ 
Az 
= 
2 
UD 
= 
3 
3 
3 
2 
3 
° 
a 
= 
ro 
2 
$ 
8 
<3 
vv 
© 
= 
3 
£ 
$ 
Z 

or 
i 
Fa 
“ 
o 
es 
= 
: 
< 
G 
a 
> 
Fy 
a 
° 
< 
f=} 
Zz 
a 
e 
3 
< 
a 
°o 
= 
< 
‘= 
= 
a 
° 
23 
° 
4 


the funerol directar, 


should be fi 


it 


Poges 1 


After this certificote hos been signed by the attending physicion ond completely filled 
Then pleose remove corban popers. 


id be detached for use os the buriol-tronsit permit. 


Qc 


moy be retgined by the haspitol or ottending physicion. 
poge 3 six 


TO FUNER, 


the registror prior ta burial, cremation, ar removol, and in any eventagithin 72 hours ofter death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1246 


7 CERTIFICATE OF DEATH 


1, PLACE A aio 


OAR ELA 


b. CITY OR TOWN [If outside corporote limits, write 


RURAL ond give nearest town} 


ae ets os pemeNce (Where deceased lived. 
MARYLAND % 


UI 
3 MAR YL AL D "PRZROLL ¥ 
Ac. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 


If institution: Residence before odmi 


> 
A 


d. NAME OF HOSPITAL 
OR INSTITUBQN 


[244 be 


* qa Bae che ha 


¢. LENGTH OF STAY IN Ib 
VEARS VIN Biv WIND S6 i 
d. STREET ADDRESS 


e. IS RESIDENCE 
ON _A FARM? 


ves &] No 


|. NAME OF 
DECEASED 
(Type or print) 


Middle Doy 


Yeor 
WG6 


5. SEX 


ML 


[£1 TIE |wooweo O 


[if UNDER 1 YEAR| 


eae (eres IF UNDER 24 HRS. 


lost births 
re 


DivorcEo [] 


1a. TAL OCCUPATION (Gi 


(ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of Ba life, even if retired) 


112, CITIZEN OF WHAT COUNTRY? 


ev 


13. Fee NAME 
JPEG 


Kee 


14. MOTHER'S MAIDEN NAME 


MALGARIET BYES 


(Yes, 0, oF unknown) 


Wf 2k 


S 


fi 


iY 


wll 


A... 
Conditions, 4 ony, which 
gove rise to immediote 
couse (9), stoting the under- 
lying couse lost. 


( 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. > ge SECURITY “i 


IIF yes, give war or dates 


18. CAUSE OF DEATH — only one couse per =a je For (0). {b). ond mt 
PART |, DEATH WAS CAUSED 8Y: 
un 22 IMMEDIATE CAUSE (0! 


INFORMANT Address 


mene tattle segs Lo 


INTERVAL 
ONSET pes EATH 


afb 


DUE TO 


(bp 


OO AX 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT 


TED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 


PERFORMEO? 


yess] no 


20a. ACCIDENT WAS_UNDERLYING (1 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port Il of item 18.) 


120c. TIME OF INJURY Month, 
Hour o. m. 
p.m. 


Doy, 


MEDICAL CERTIFICATION 


alive an 


ACTUAL 
SIGNATURE. 


w 


2). | certify that | uendsa = eon fram. 


Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ror {20F. (City oF town) (County) {Stote) 
' 


While No! while foctory, street, office bldg., etc.) 
jot work [] of work [J f 


Oa 
IWOL to. 


S- 4 .. 194 Ahat | last saw the deceased 
that death accurred of. TSPM, eri the causes and an the date stated abave. 


PHYSICIAN'S 
NAME (Type) 


ey 


a4 ADDRESS {Streel, city or lon, sto}e) DATE SIGNED 
as 


pif 


fa 


REMOYAL (Specify) 
AleNp 
FCTOR'S SIGNATURE 
JP 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 


ERY OR CREMATORY ATION (City, town, of 


Ze 


‘24a, REC'D BY REGISTRAR 


MOV 2 860 


— OF CEM 
20 p 


DDRESS 


WViND 


DATE 


fF 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH veg. niaine 12880 


Cd 


IRECTOR: After this certificote hos been signed by the offending physicion ond completely fille; 


€ 
3 
& 
e = 
Sere 
289 % Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART L 19. WAS AUTOPSY 
RB = »~ I? we. = 
ags O |s ves} No CJ — 
203 © [a00, ACCIDENT WAS UNDERLYING C]_[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or For lf item 18) 
5 & | OR CONTRIBUTING L] CAUSE OF DEATH 
Bees S | iF elmee, NOTIFY MEDICAL EXAMINER) 
358 & |0c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 120 (City or town) (County) (Storey 
5.28 x ote iG, Fa: ec, aera foctory, sireet, office bidg., ete.) 
3 3 ile 
BE: = pm. 19 lot work [J of work (J H 
B23 
$35 21. 1 certify that t din the deceased from, ae 1925 _, tele fe . W9%Ldu.that | lost saw the deceased 
H 
fe 3 alive on_4 ee 1260, and tho’ death occurred at Z/5_42_M, fram the causes and on the date stated above. 
= 3 Th ADDRESS (Street, city or town, stofe) DATE SIGNED 
~~ h + 
a ACTUAL W Ow ls [7 pos yY - eS Re: 
pus SIGNATURI ft U7) MD. oe ¥ wines Te fay ie Maa 64 
> 


meres WV 4 Fo apy MD - 


a: 


the registror prior to buriol, cremotion, or removo!, ond in ony event within 72 hours ofter death. 


Ou % 2400) 
2 23 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived, Hf isttuion:Rasdence before odio) 
COUN’ 
“ 36 Mi : CHIR IPOLL MARYLAND 1D BOUNTY 7 >I 7 
z si is rg TWIN I eve cerporote Timi, write Te, IENGTH OF STAYIN TH |[ —«. CITY OF TOWN {if eunie corporate limi, write RURAL ond give nearet Town) 
6 aL o es ee town! 
bebe FD Bo Vrs LINE BOF CO 
S 92 a af. a Hoe a Tot in hoipitol, give treet oddress) y STREET ADDRESS . 15 RESIDENCE 
ar} = OR INSTITUTION ON A FARM? 
ae Atk ves] No E— 
2 . NAME OF First Middle 4. DATE Month Doy Year 
DJ " ‘ 
< 2% Mita) HEN f 4 WARNE EC peata 2 V, 17 _ 62 
2 38 3. SEX 6. COLOR OR RACE | 7. MARRIED [NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR] IF UNDER 24 HRS, 
= oa 2 Pgs Month H. Mit 
= 4 ULE WASTE  |woown Q seep WV eS MEPE oh ea peri jours | Min, 
EY das Toe. USUAL OCCUPATION {Give hind of work done] 10, KIND OF BUSINESS OR INDUSTRY [11 BITHPLACE (Sto or Fereion a 12, CITIZEN OF WHAT COUNTRY? 
3 83 joring moit of working life, even if retire 
SSR | Meco ee ee CMe LL Ce, IMO USE 
g 58 19, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 
2 33 JS EAM EM FUP WhIY Houck. 
= £8 fis. WAS DECEASEDEVER IN U. 5. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= : (Yes, no. oF unknown) {It yer, give wor or doles of service! 
i et j 2 (be 32-1F¢Z yg WEWIV Yh Wet WE Line Beire Mb, 
€ 
5 28 18. CAUSE OF DEATH [Enter only one couse per line for (0), b). ond (2)-] INTERVAL BETWEEN: 
8 aie "Poa eee 
3 a PART I, DEATH WAS CAUSED BY: yt - AA-D-2 
rs § / IMINEBIATE CAUSE Chee 2 be alle Ca ae 4 
a e sa t =~. ( } DUE TO 
° om / 
£ Condo WL ake, oh is ee ee \ i age Peete Ath pe ae 
s gove rise to immediote y; 
Ss couse {0}, stoting the under ¢ PUE TO /} 
e lying couse lost. e Y 
z 
2 
° 
£ 
a 
- 
< 
yg 
a 
z 
x 
= 
ey 
z 
g 
E 
< 
a“ 
° 
= 
< € t 
= 22 
3 pe Ze. BURIAL, a 7b. DATE THEREOF Zic, NAME OF CEMETERY OR-GREMATORY 72d. LOCATION (City, town, oF county) (Slote) 

5. REMOVAL epee 
fe2he 5 = Veh aes (GOMO We Gatre Me. 
e 2a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
vs Als DATE NO 60 Datlun £ FGasrh 


